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Mdcrantages of 
piisoderm 


pHisoderm contains no fatty-acids, alkali. 
or or perfume, approximately 40 per cent 
re surface-active and speedier than soap. 


fe pilisoderm makes an abundant lather in 
feed as well as soft water and under acid, neutral 
alkaline conditions and at any temperature. It 
a tive in cold sea-water. 


pHisoderm is non-irritating, non-toxic and 
Do-allergenic. It is an unusually effective, 


, rapid cleanser of the skin, scalp and hair 
infants and adults. 


70-76 Laight Street 


4. pHisoderm is indicated for use by physicians 


as well as patients whose skins do not tolerate 
the use of soap. 


Supplied in 2 oz. and 8 oz. bottles and in 
3 oz. refillable ejector dispensers. 


An oily type is available for those who 
have abnormally dry skin. 


Treadle dispensers of special design are 
required for hospital use and are available. 


We invite requests for samples and literature 


FAIRCHILD BROTHERS AND FOSTER 


New York 13, N. Y. 
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Luzier Casmetics and Allergy 


Women use cosmetics because they have developed a need 
for them: they are essential to modern standards of good- 
grooming and therefore contribute to a sense of well-being. 
Your patient’s appearance, viewed cosmetically, is a factor 
that deserves your consideration both during hospitalization 
and convalescence. Cosmetics cannot lift faces, but they cer- 
tainly perform wonders when it comes to lifting a woman’s spirits. Women 
have an instinctive desire to look pretty and to smell sweet. 


Since cosmetics are so universally used it is not to be wondered that 
they sometimes figure in the field of allergy. That is why when there is a 
history of allergy we suggest that patch tests be made with those of our 
products the subject is using or contemplates using. If they test positive, 
further testing with their constituents is indicated to determine the offending 
agents. These found, we frequently can modify our formulas to suit the 
subject’s requirements. The patch test is generally considered best for 
testing cosmetics because it most closely approximates the conditions under 
which they are normally used. 


While our products are free from so-called common cosmetic allergens, 
such as orris root and rice starch, we feel it should be made clear that 
any of their normally innocuous ingredients might be allergenic to the 
allergic individual. It is our practice to write our patrons a letter to this 
effect when a history of allergy is involved. 


It is our experience that many persons with allergic constitutions 
cannot tolerate scented cosmetics; therefore we routinely recommend and 
select unscented products when there is a history or suspicion of allergy. 
This practice is not to imply or suggest that the subject is sensitized to 
perfume; it is solely to safeguard against the possibility. 


In specific cases of allergy or suspected allergy, when the subject is 
using or contemplates using our products, we are pleased on his request to 
send her doctor the involved raw materials for patch testing, also such 
information concerning our products as may have a bearing on the case. 


Since in the light of present knowledge it is not possible, save in 
specific cases, to make non-allergenic cosmetics, we believe the cosmetic 
requirements of the allergic individual should be considered by her doctor 
in the light of the formulas and general characteristics of the products 
she is using or contemplates using. 


Luzier's, Inc., Makers of Fine Cosmetics & Perfumes 


KANSAS CITY, MISSOURI 


* 
| 
| 
| 
| 
| 


TRACK DOWN THE OFFENDERS BY THE 
SIMPLE — ACCURATE TUBEX* METHOD 
W Yy f T 4 CONTAINS: Over 200 individual allergens in Tubex (N.N.R.), 


1 Tubex syringe, 12 sterile needles, 20 diagnostic charts, 


A L L E R G a N | C 3 Tubex epinephrine hydrochloride, 3 Tubex buffered saline 


solution, 3 Tubex distilled water for cleansing the needles. 


TESTING SET ALLERGENS ARE CLASSIFIED in four divisions: “A” —84 of 


the most frequently encountered; “B” and “C”—36 each 


of the less common; ““D’’—48 pollens and furs. 


ALSO AVAILABLE: 40 Group Tests contain- 
ing up to 6 allergens each (N.N.R.). 71 
Special Allergens for Extended Testing 
(N.N.R.). Ragweed Combined Allergens, 
for Treatment (N.N.R.). U. 5. PAT. OFF. 
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Questionnaire on the 


Cosmetic Qualities of Soap 


Q. Does skin beauty depend on ‘‘Soap and Water” cleansing? 

A. A beautiful skin is a clean, smooth skin, it’s generally agreed. Der- 
matologists have always stressed the value of mild soap and water for 
the normal skin—and proper daily cleansing for skin beauty. That’s why 
Camay originated the Camay Mild-Soap Diet! 


Q. What is the Camay Mild-Soap Diet? 


A. It is a beauty routine of twice-a-day skin cleansing that insures reg- 
ular, proper cleansing with a really fine mi/d soap. 


Q. /s Camay truly mild? 


A. Yes! It has been tested and proved. Recent studies, conducted under 
exact clinical conditions and supervised by competent dermatologists, 
have proved the effectiveness of Camay skin cleansing on the skins of over 
100 women. Examination revealed that changing from former cleansing 
methods to the Camay Mild-Soap Diet was beneticial in a very high per- 
centage of cases. The attending dermatologists found that “Camay 1: 


really mild—it cleansed irritation.” 


Would you like samples of Camay for your personal or othce use and ob- 
servation? Address your request to Procter and Gamble, Cincinnati, Ohio. 


CAMAY 


A product of Procter and Gamble 
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FARLY, RAPID ex? COMPLETE DESTRUCTION 


can be more effec- 
tively accomplished 
with the newer 


arsenicals such as 


DICHLOROPHENARSINE HYDROCHLORIDE 
Winthrop 


in combination with a bismuth compound. 


Five outstanding characteristics: 
® High therapeutic potency 

© Wide margin of safety 

® Prolonged stability 

® Isotonicity 


® Convenient administration 


Anexcellent drug forthe chemotherapy of syphilis. 


Write for detailed information. 


ACCEPTED 


pMERICA 
MEDIC ALY 
ASSN 


Counc on Pharmacy 
ond 


WINTHROP CHEMICAL @ & 
New York 13, N. Y. Pharmaceuticals of merit for the physician Windsor, Ont. 


COMPLETELY SOAPLESS, LATHERING DETERGENT. 

CLEANS AS EFFECTIVELY AS SOAP WITHOUT 
ITS IRRITATION. CONVENIENT AND ECONOMICAL, 
SOAP-SHY PATIENTS WILL APPRECIATE... 


for SKIN CLEANS- 


LOWILA ING, bath, hands, 

* face, shaving, gen- 
Cake eral toilet. 

for HOUSEHOLD 

LOWILA CLEANING, laun- 

* dering, dishwash- 

x ing, windows, etc. 


Write for Sample and Literature 


PHARMACAL CORP. 


468 DEWITT STREET 
BUFFALO 13, N, Y. 
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—S. JOHNSON 


Sueh may well be the sigh of the allergic 
woman whose undeserved penalty for 
employing standard cosmetics is a dis- 
figuring contact dermatitis. Yet, she 
need not despair—because her physi- 
cian can recommend the use of ALMAY 
HYPOALLERGENIC COSMETIES. 

¢ Almay Cosmetics are high-quality 
preparations—the fruit of years of 
specialized, painstaking investigation 
and experimentation. Included among 
them are all the important beauty aid; 

— lipstick, rouge, face powder, cold and 
hand creams, astringent, mascara, wave 
set and soap... both scented and unscented. 
¢ For the unusual hyperallergic case, 
Almay provides Raw Material Testing 
Sets of Lipstick, Rouge and Face Pow- 
der (as well as Clinical Testing Sets 

of Lipstick)—and cooperates with 

the physician in developing individ- 
ualized cosmetics when necessary. 
ALMAY, INC., 56 COOPER SQUARE, NEW YORK 3, N. Y. 
Write for free copies of “Cosmetic Sensitivity” 
and “Cosmetic Formulary” 


ALMAY 


Allergic peaple may abso use fine cosmetics 


Sole Distributors: Schieflelin & Co. New York 3, W. Y. 
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Must all children with congenital syphilis face a future inevitably dark? Not 

necessarily, for with careful, regular treatment much can be accomplished. When the 

therapeutic agent is Bismarsen, such treatment is simplified because intramuscular 

injection eliminates the problem of finding a suitable vein—a factor which recommend: 

its use for certain obese and elderly patients also, @ Although the spirillicidal action o! 
Bismarsen is quite pronounced, it is sufficiently mild to permit use of the drug for 

many patients who are unable to tolerate the usual antisyphilitic drugs. Even patients 
with cardiovascular syphilis, or elderly patients with hepatic syphilis, can usually 
take several courses of treatment without serious reactions. @ In a large clinic where 
Bismarsen was used for over 14 years, the reaction rate was but 0.85°0 per injection, 
although many of the 823 patients in this group were considered poor risks. 
Results with Bismarsen included reversals of serologic findings, and the 


prevention of progression, neurosyphilis and relapse in most cases.* 
@ Bismarsen is a combination of 13° arsenic and 23° bismuth. It is 
obtainable in 0.1-Gm. and 0.2-Gm. ampoules with special solvent. 
Literature on Bismarsen will be sent upon request. 
NortH Cuicaco, ILLinots 


*Beerman, Shaffer, and Livingood, J. Amer. Med. Assn. (1942), 120:333. 


[Bismuth Arsphenamine Sulfonate, Abbott] 
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BRECK 
CREA™ 


Breck pH7 Protective Cream 


worker who must work with industrial irritants should make an effort to 
‘ect his hands from industrial dermatitis. One of the Breck Industrial Prep- 
ons used for this purpose is Breck pH7 Protective Cream. This soft, snowy 
is used before work and vanishes as soon as it is applied. Breck pH7 Pro- 

e Cream may be used on the face and arms and covers the skin like a film, 
‘uclding it from dirt. One application lasts for three or four hours. The use of 
k pH7 Protective Cream makes the washing up process after the day’s work 
simple. Industrial manufacturers who are concerned about the hand health of 
workmen may find Breck pH7 Protective Cream the answer to their problems. 


BRECK INC . MANUFACTURING CHEMISTS SPRINGFIELD 3 MASSACHUSETTS 
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In the treatment of PRURITUS ANI and VAGINAE 
and MYCOTIC INFECTIONS 


| R Unsuentum I S O PA R 


(Trade Mark ISO-PAR Reg. U. S. Pat. Office) 


While pruritus may be due to a variety of causes, mycotic, 
| secondary infection from scratching, neurosis, hemorrhoids, yet 
Unguentum ISO-PAR with its 


STIMULATING, LOCAL ANESTHETIC, BACTERICIDAL, FUNGICIDAL 


effect is curative in a very fair proportion of cases. Unguentum 
ISO-PAR is above average in its effect on MYCOTIC INFEC- 
TIONS of the HANDS and FEET, particularly in old chronic 
cases, and is of definite value in the treatment of ECZEMAS 
of the EAR. 


Unguentum ISO-PAR has as its active ingredient 17% Iso-Par (14 parts Iso-Paraffinic 
Acids, C*-C¥*, Av. Mol. Wt. 174, modified by 3 parts Mixed Amine Salts, principally 
2-Hydroxy-5-Iso-Octyl-N, N-Dimethyl Benzylamine Salts of Iso-Paraffinic Acids, i. e., 
Iso-Octyl-Hydroxy-Benzy]-Dimethyl-Ammonium-Iso-Paraffinate), held irf suspension in a 
base consisting of Cety] Alcohol, Beeswax, Titanium Dioxide, Lanolin, Petrolatum and 
Essential Oils. 


U. S. Patent No. 2,262,720. 


Available on prescription in half-ounce and one-ounce containers 
and to Physicians and Clinics in four-ounce and one-pound jars 


Descriptive circular available to physicians on request. 


MEDICAL CHEMICALS, INC. 
406 E. Water Street 
Baltimore 2, Maryland 
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From here... to here 


CONTROL 
| ... ALL THE WAY 


gn the initial culture 
to the end product, an 
extraordinarily comprehen 
sive program of control 
characterizes the production 
of Penicillin Schenley. 
At every single step, the 


most extreme care 1s exer 


cised, to insure for Penicillin 


Schenley a maximum de- 


gree of purity tency. 


freedom-from-pyrogens. 
This system of control is 

your assurance that you can 

specify Penicillin Schenley 


with the greatest confidence. 


SCHENLEY LABORATORIES, INC. 
Executive Offices: 350 Fifth Avenue, N. Y. C. 


Producers of 


PENICILLIN SCHENLEY 
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PICKER 


The Picker “Zephyr” x-ray appara- 


tus, designed by dermatologists for 


dermatology, is unique in embody- 


ing all those special features required 


in dermatological irradiation. 


PICKER X-RAY 
corporation 


300 FOURTH AVENUE - NEW YORK 10,N. Y. 
WAITE MFG. DIVISION * CLEVELAND, O. 


Epithelioma (prickle-cell) 
Erysipelas 

Erythema 
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Wherever an estrogenic effect is desired 


Diethylstilbestrol, Lilly, a crystalline synthetic estrogen, is capable of relieving 
symptoms of the menopause and preventing painful engorgement of the breasts 
postpartum. It is fully effective orally, and its wide range of dosage forms enables 
the physician to prescribe for oral, vaginal, or parenteral administration as he 
chooses. A Lilly specification on your Diethylstilbestrol prescriptions insures your 


patient a measure of protection which only careful standardization can provide. 


Fit AND. COMPANY 
INDIANAPOLIS 6, INDIANA, U.S.A. 
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In a similar sense, the manufacturer of drugs anc 


A GENEROUS SHARE Of the average physician's time 
is devoted to patients whose economic position 
is such that no financial consideration can be ex- 
pected. This practice is not due to philanthropy or 
emotion, but to a profound sense of professional 
responsibility. To the doctor, the indigent patient 
is a living, breathing entity, not just a number on 
a chart. Each patient is regarded with sympathetic 
understanding, and to each is accorded a full 
measure of knowledge and skill. 


medicines assumes a share of professional respon: 
sibility and often makes contributions that do not 
promise to yield financial reward. From researc! 
often conceived and carried to completion without 
thought of monetary return come many noteworth} 
achievements. Eli Lilly and Company long has been 
a leader in research and to its Research Laboratories 


can be credited a share in the development 0! 


many important therapeutic agents 
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EPITHELIOMA 


Report on 1,742 Treated Patients 


JOSEPH A. ELLIOTT, M.D. 
AND 


DAVID G. WELTON, M.D. 
CHARLOTTE, N. C. 


HI proper treatment of epithelioma of the skin is still one of the 

most important responsibilities of the dermatologist. Epithelioma 
improperly treated can be one of the most dangerous of all diseases of the 
skin, vet there is no cutaneous disease which responds more readily to 
proper therapy and yields as uniformly good results as skin cancer in 
its early stages.' During recent years the public has had the benefit ot 
educational campaigns concerning cancer, and it is responding by seek- 
ing earlier consultation and treatment. The opportunity for successful 
treatment is therefore greater today than ever before, and the dermatol- 
ogist’s responsibility to the patient is likewise increased. Lack of knowl- 
edge of the specific cause of cancer makes it urgently necessary that one 
evaluate the results of therapeutic measures from time to time in order 
to determine where and how they may be improved. 

the subject material of this report is drawn from the private 
practice of one of us (J. A. E.) over the twenty-two year period 1919 
to 1941. During this time, 2,081 patients with a diagnosis of epithelioma 
were seen; of these, 208 patients had lesions of mucous membranes and 
their cases are not included in this report; 79 patients failed to return for 
treatment, and 39 were referred for surgical treatment or high voltage 
roentgen ray therapy. The cases of patients with Bowen's disease, 
Paget’s disease and malignant melanoma are excluded. There remain 
1,742 patients with a total of 1928 epitheliomas. 

This study was undertaken with several purposes in mind—namely, 
to analyze the clinical observations in an extensive series of cases of 
epithelioma seen in private practice ; to evaluate the results of the thera- 
peutic measures used; to ascertain what additional observations should 
in the future be noted in each case in order to make a continuous study 


Read at the Sixty-Fifth Annual Meeting of the American Dermatological 


Association, Inc., Chicago, June 21, 1944. 
1. Elliott, J. A.: Treatment of Skin and Mucous Membrane Cancers, South. 


M. J. 18:343 (May) 1925. 
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over the next twenty years more valuable, and to see what light, if any, 
this series of cases might shed on some of the etiologic theories. 


ETIOLOGY 


While the subject of the cause of epithelioma of the skin is too large, 
of course, for a complete consideration in this paper we wish to discuss 
briefly several pertinent features on which our material has some bearing. 
There is considerable laboratory and clinical evidence that hereditary 
susceptibility and familial incidence are important factors. \Warthin’s ° 
study strongly suggested a recessive familial susceptibility to the devel- 
opment of cancer. Our records have not always been made to include 
complete data on this point, but these data are now recorded routinely. 
However, out of 633 patients who were questioned on this point 188 
reported a detinite family history of skin cancer and 44 more reported 
some other type of cancer in the family. Thus we found a total of 37 per 
cent in an unselected group of 633 patients with a family history positive 
for cancer. Many patients who at first disclaim a history of cancer find 
on subsequent inquiry among their relatives that there is cancer in the 
family tree. It is therefore wise to request such an inquiry if the patient 
is in doubt; for this reason we believe it probable that the number who 
gave no history of cancer, 63 per cent, would be materially lessened had 
we been able to elicit entirely accurate family histories. One of us 
(J. A. E.) has in a number of instances treated epitheliomas in several 
members of one family, sometimes in more than one generation. One 
family of nine children atfords a good illustration: One child died at the 
age of 19 (not from cancer) ; of the eight remaining siblings, four males 
and one female acquired epitheliomas ; in the three others, now over 50 
years oi age, malignant lesions have not developed so far. The mother 
died of carcinoma of the uterus. Similar observations have been reported 
by Hailey and Hailey * and others. 

One long-disputed question is, “Can epithelioma arise in normal 
skin ?” Engman * stated that he was confident that the earliest new growth 
of skin cancer cells is always preceded by some degenerative change in 
the cutis, involving the connective tissue, elastic tissue or cellular ele- 
ments, and that this changed tissue environment brings about the malig- 
nant change in the epithelial cells. Pfahler ° stated the belief that skin 
cancer is always preceded by a mole, comedo, wart, ulcer, fissure, eczema 


2. Warthin, A. S.: Further Study of a Cancer Family, J. Cancer Research 
9:299 (June) 1925. 

3. Hailey, Howard, and Hailey, Hugh: Treatment of Skin Cancer in Ambu- 
latory Patients, J. M. A. Georgia 29:50 (Feb.) 1940. , 

4. Engman, M. F.: External Cancer, J. A. M. A. 84:103 (Jan. 10) 1925. 

5. Piahler, G. E.: Treatment of Cancer of the Skin with X-Ray, Radium, 
and Electrocoagulation and Their Special Indications, M. J. & Rec. 128:261 
(Sept. 19) 1928. 
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or scar. Sutton,® however, subscribed to the theory that small cancerous 
lesions may arise de novo, i. e., on previously unaltered skin and that 
the earlier visible sign is a circumscribed dyskeratotic lesion. According 
to a recent monograph of MacKee and Cipollaro,’ “probably every cancer 
is preceded by a pathological condition which, while it cannot be called 
cancer nor even precancer, from the standpoint of pathology, provides a 
iavorable soil for such development.” In many of our cases, the epithel- 
ioma developed apparently from a senile keratosis; on the other hand, 
some lesions do develop on what appears to be normal skin. This does 
not preclude the possibility of preceding microscopic changes in the epi- 
dernus or the cutis any more than it would preclude the possible role ot 
hereditary susceptibility. On the whole, our material supports the posi 

tion of MackKee and Cipollaro. On the basis of a remarkable demonstra- 
tion of the histogenesis of the local spread of epithelioma, Sutton * has 
offered the concept of somatic mutation as the starting point of a “spon- 
taneous” epithelioma, believing that the surrounding normal cells do not 
hecome malignant by transition, but that all the neoplastic cells are the 
progeny of the original mutation. His evidence supports the view that 
each spontaneous epithelioma of the human skin behaves like a colony 
of cells of a new kind. 

TYPE OF SKIN AND ROLE OF PIGMEN1 
There is a certain tvpe of skin which is more fertile soil for the devel 

opment of epithelioma ; namely, that of the person with blond, sandy or 
ruddy complexion which freckles readily but does not tan, usually associ- 
ated with light hair and eyes. This is another manifestation of hereditary 
influence, and Weller * has suggested that this constitutional type may 
be thought of as exhibiting in a mild degree the condition of xeroderma 
pigmentosum. At any rate, these patients apparently have a low actinic 
tolerance, and when their occupations or avocations require prolonged 
exposure to the sun and wind they are prone to acquire keratoses and 
epitheliomas. There is likewise a general impression of some standing 
that epitheliomas are less likely to develop in dark-skinned persons than 
in light-skinned persons exposed to similar conditions. MacKee and 
Cipollaro * stated that blonds are affected more readily than brunets and 
that epithelioma is commoner in the temperate zones than in the tropics. 
That it is exceptionally rare in American Negroes has been conclusively 
demonstrated by recent surveys conducted in several Southern States by 


6. Sutton, R. L., Jr.: Cancer of the Skin, J. Oklahoma M. A. 28:364 (Oct.) 1935. 

7. MacKee, G. M., and Cipollaro, A. C.: Cutaneous Cancer and Precancer, 
New York, American Journal of Cancer, 1937, pp. 4, 15, 101, 123 and 145. 

8. Sutton, R. L., Jr.: Epithelioma of the Skin, Arch. Dermat. & Syph. 
46:1 (July) 1942. 

9. Weller, C. V., in discussion on Apperly, F. L.: Sunlight, Skin Cancer and 
Cancer Immunity, Am. J. Path. 16:651 (Sept.) 1940. 
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the United States Public Health Service. These surveys are reierred 
to in detail later in this paper. Unfortunately, we have no accurate 
information on this point among the American Indians. The question 
now arises: “How much of the skin’s protection against ultraviolet 
radiation is provided by the pigment itself?” In the past it was com- 
monly assumed that the pigment acted as a filter and that as pigmentation 
increased susceptibility to the local injurious action of sunlight decreased 
proportionately. Recent studies of the absorptive powers of the various 
layers of the skin and of the position of the pigment indicate that in the 
white skin the pigment itself provides but little protection. Bachem,” 
using the quartz spectrograph method, demonstrated that 66 per cent of 
the ultraviolet rays are absorbed in the superficial layers of the epider- 
mis and that the basal layer and the cutis each absorbs about 16 per cent. 
Furthermore, skins which show no evidence of pigmentation may lose 
their sensitivity to sunlight after frequent exposures as a result of thick- 
ening of the stratum corneum, which becomes the protecting screen for 
the living epidermal cells. Laurens*' has outlined the mechanism as 
follows: In the white skin the pigment is found almost exclusively in the 
basal cells, migrating to the outer layers only when the skin is well tanned. 
Wavelengths shorter than 3,000 angstrom units are absorbed by the 
horny layer and outermost cells of the malpighian layer and therefore 
never reach the basal cell layer. Longer waves, capable of reaching the 
cutis, are filtered out by the increased pigment in the prickle cell and 
basal cell layers; this pigment thus acts as a protective screen for the 
dermal papillae and the corium. In the Negro skin, on the other hand, 
pigment not only is more abundant in the basal cell layer but is plentiful 
throughout the prickle cell layer and present even in- the horny layer. 
Meischer ?* expressed agreement that this fact is the main reason for 
the Negro’s low sensitivity to ultraviolet rays. Blumenthal ** stated: 
the immediate thickening of the horny layer in fair and red-haired persons 
exposed to ultraviolet rays is so impressive that it overshadows the protective 
mechanism of the pigment. The importance, however, of the pigment is clearly 
indicated in the fact that the Negro’s skin is ten times less sensitive to ultra- 


10. Bachem, A.: Ultraviolet Transparency of the Various Layers of the Human 
Skin, Am. J. Physiol. 91:58, 1929. Bachem, A., and Reed, C. L.: The Trans- 
parency of Live and Dead Animal Tissue to Ultraviolet Light, ibid. 90:600, 1929. 
Bachem, A., and Kunz,, J.: Transmission of Ultraviolet Light Through Human 
Skin, Arch. Phys. Therapy 10:50, 1929. 

11. Laurens, H.: Physiologic Effects of Radiant Energy, Arch. Phys. Therapy 
23:153 (March) 1942. 

12. Blum, H. F.: Photodynamic Action and Diseases Caused by Light, New 
York, Reinhold Publishing Corporation, 1941, pp. 177, 179, 184, 187, 252, 253, 
255 and 256. 

13. Blumenthal, F.: Paradoxical Influence of Light Rays as a Causative and 
as a Curative Factor in Cancer of the Skin, Arch. Dermat. & Syph. 33:1042 
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violet rays than the white person’s skin. Pigmentation and keratinization are 
definitely coordinating functions of a mechanism protective against these rays. 


Another observation concerning the role of pigment was made by Findlay, 
who found 170 cases of epithelioma in examining 1,000,000 cattle; in 
all but 3 instances, the lesions occurred in white areas (cited by Sutton °). 

Keller and Guillaume ** expressed the belief that the principal histo- 
logic change in sunburn is a degeneration of the prickle cells ; this indi- 
rectly brings about thickening of the stratum corneum, which, in turn, 
decreases the intensity of the sunburn wavelengths which reach the deeper 
cells and thereby decreases the sensitivity of the skin to sunlight. Other 
studies indicate that the principal absorption of sunburn radiation by 
the epidermis 1s probably due to its proteins, benzenoid amino acid 


structures in particular. 


CARCINOGENIC EFFECT OF ULTRAVIOLET RAYS 


That prolonged exposure to sunshine might precipitate the develop- 
ment of skin cancers was first suggested by Unna. In a recent mono- 
graph, Blum ** has credited the first experimental production of skin 
cancer by ultraviolet irradiation of laboratory animals to Findlay in 1928. 
This work has been confirmed by many other investigators, and there is 
now sufficient experimental and clinical evidence to indicate that ultra- 
violet rays are carcinogenic. The laboratory evidence, summarized in 
detail by Blum?** and by Cipollaro,!® proves that malignant tumors 
(carcinoma and sarcoma) can be produced solely by the action of ultra- 
violet rays, derived either from the sunlight or from a quartz mercury 
vapor lamp. Rusch, Kline and Bauman ’® recently demonstrated that 
the carcinogenic wavelengths lie between 2,900 and 3,341 angstrom units ; 
these coincide in part with those wavelengths most potent in the produc- 
tion of erythema. In discussing this work, Laurens ™ stated: 

Neither the intensity of the energy nor the length of the daily exposure altered 
the rate of the production of tumors, provided the amount of energy applied per 
day was the same. Intense doses for short periods daily were as effective as mild 
intensities applied for longer periods each day. Further, it was not necessary to 
irradiate the animals throughout the precancerous period. Once initiated, carcino- 
genesis proceeds without further exposure to radiant energy. In some instances 
several months elapsed between the end of irradiation and the appearance of tumors. 


He expressed the belief that the ultraviolet rays do not cause cancer in 
themselves but produce characteristic cell changes leading to precancerous 


14. Keller and Guillaume, cited by Blum.12 

15. Cipollaro, A. C.: The Dangers of Ultraviolet Radiation, Arch. Phys. 
Therapy 21:223 (April) 1940. 

16. Rusch, H. P.; Kline, B. E., and Bauman, C. A.: Carcinogenesis by Ultra- 
violet Rays with Reference to Wavelength and Energy, Arch. Path. 31:135 (Feb.) 
1941; quoted by Laurens.?! 
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skin lesions. Any irritation, including continually and excessively 
applied ultraviolet rays, can cause the precancerous change to become 
malignant (Blumenthal**). Sutton® stated the opinion that actinic 
irritation alters the process of cell division so that true “mutants” arise, 
which continue to reproduce but are not responsive to whatever keeps 
normal growth within normal bounds. (The concept of mutation of 
somatic cells is credited to R. C. Whitman.) Recently, Little has 
offered a logical concept of the mechanism of this carcinogenesis. Citing 
the fact that ultraviolet rays applied to the ears of rodents damage or 
kill many cells while around these areas adjacent cells appear to be 
“stimulated,” he asked: 

Is it not much more simple to believe that the lighter exposures to ultraviolet o1 
other radiation may disrupt or destroy the action of growth inhibitors and thus 
release the basic potentialities of the formerly restricted cell? Heavier doses 
would then destroy not only the inhibitors but the cell itself. Such an interpre- 
tation agrees with the physical description of the effects of irradiation—makes the 
effects of irradiation consistently a destructive process and does not require that 
it first be considered a stimulant and then a destructive agent. 


Other authorities believe that the effect of solar radiation is purely 
nonspecific, acting merely as a chronic irritant. 


PREVALENCE OF SKIN CANCER 
It is, of course, possible to attach too much significance to the results 
of animal experimentation in considering the problem in human beings. 
The more frequent occurrence of cancer on the exposed parts of the 
body—and on the lower lip in fishermen, sailors and farmers—has been 
noted by many clinicians. Rotfo ** (Buenos Aires) reported that in 1,500 
cases of epithelioma no lesions, with the exception of three which devel- 
oped in old burn scars or nevi, occurred on areas of the body covered 
habitually by clothing. In .Australia, said Molesworth,’® skin carcinoma 
is at least five times as common as it is in Great Britain, with a similar 
racial stock: he attributed this difference to the greater exposure to sun- 
light by a major portion of Australia’s population. 
Additional clinical evidence concerning the relationship between 
exposure to solar radiation and the incidence of skin cancer in the United 
States is now at hand. In spite of the interest aroused by the recorded 


17. Little, C. C.: Parental Influence on the Incidence of Cancer, J. A. M. A 
125:93 (May 13) 1944. 

18. Roffo, A. H.: (a) Role of Ultraviolet Rays in the Development of Cancer 
Provoked by the Sun, Lancet 1:472 (Feb. 29) 1936; (b) Can Exposure to the 
Sun Produce Cancer? J. A. M. A. 104:1536 (April 27) 1935: (c) Cutaneous 
Cancer and the Sun: A Clinical and Experimental Study, Urol. & Cutan. Rev. 
43:411 (June) 1939. 

19. Molesworth, E. H.: An Introduction to Dermatology, London, J. & A. 
Churchill, Ltd., 1937; cited by Cipollaro.15 
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ncrease in cancer mortality, until recently very little factual information 
was available regarding the incidence of cancer among the living popula- 
tion. The need for a careful epidemiologic investigation of cancer in 
representative population groups was recognized by the United States 
Public Health Service. Since 1938 surveys of the incidence of cancer in 
ten metropolitan and surrounding rural areas ot the United States, based 
on diagnoses of cases in living patients in addition to those recorded on 
death certificates, have been completed, under the general direction «1 
Harold F. Dorn.*° Details of the survey methods are given in the first 
report *°* and are therefore not repeated here. Suthce it to say that this 1s 
the first complete study of this type in the United States and deserves 
wide attention. The data gathered give the first definite information on 
the incidence of cancer among the living population in different sections 
of the United States. Of especial importance is the demonstration of 
the exceedingly high incidence of skin cancer in the Southern States. The 
prevalence rates (number of known cases per hundred thousand popula- 
tion) for the ten different sections are graphically represented in chart 1 
(reproduced partially from McDowell’s °° report on the Dallas—Fort 
\Vorth study). In each of the southern areas and in Denver, the skin 
is the commonest primary site, reaching a peak in Fort Worth and Dallas, 
where 46.5 per cent of all cancers in white males were primary in the skin 
(table 1): if to this number the cases of lip and oral cancer are added, 
it is found that a total of 65 per cent of all malignant tumors of the male 
were epitheliomas. This is in striking contrast to the findings in the 
Chicago *° area, where only 12.5 per cent of all cancers in white males 
were primary in the skin. The percentages for females are considerably 
lower; the combined percentage for the entire population in each area is 
shown in chart 2. Furthermore, when one considers that there 1s 
probably more under-reporting of the cases of cancer in the southeri: 
areas surveved, these figures are even more impressive. Undoubtedly 
more cancers are untreated and more are treated by quacks and therefore 


20. (a2) Mountin, J. W.; Dorn, H. F., and Boone, B. R.: The Incidence of 
Cancer in Atlanta, Ga., and Surrounding Counties, Pub. Health Rep. 54:1255 
(July 14) 1939. (b) Dorn, H. F.: Incidence of Cancer in Cook County, IIL, 
ibid. 55:628 (April 12) 1940. (c) McDowell, A. J.: Incidence of Cancer in Pitts- 
burg and Allegheny County, Pa., 1937, ibid. 55:1419 (Aug: 9) 1940; (d) Incidence 
of Cancer in Detroit and Wayne County, Mich., 1937, ibid. 56:703 (April 4) 1941; 
(e) Incidence of Cancer in New Orleans, La., 1937, ibid. 56:1141 (May 30) 
1941; (f) Incidence of Cancer in Dallas and Ft. Worth, Texas, and Surrounding 
counties, 1938, ibid. 57:125 (Jan. 23) 1942. (g) Sommers, H. J.: Incidence of 
Cancer in Birmingham and Jefferson County, Alabama, 1938, ibid. 57:377 (March 
13) 1942; (h) Incidence of Cancer in San Francisco and Alameda County, Cali- 
fornia, 1938, ibid. 57:1566 (Oct. 16) 1942; (7) Incidence of Cancer in Philadelphia, 
Pa., 1938, ibid. 57:1843 (Dec. 4) 1942; (7) Incidence of Cancer in Denver, Colo- 
rado, 1939, ibid. 57:1971 (Dec. 25) 1942. 
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are not reported in the southern sections than in the larger northern cities, 
where more clinics are available and accessible to the general population. 


DETROIT 
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Chart 1.—Prevalence rates of skin cancer (from McDowell and others 2°); 

number of cases per hundred thousand resident white population according to United 
States Public Health Service surveys. 


TABLE 1.—Per Cent of all Cases of Cancer Primary in the Skin from United States 
Public Health Service Surveys 2° 


Living White Population 


Male Female 


Epithelioma in the southwestern states has been the subject of several 
reports by Phillips,?' who, after moving from Virginia to Texas, was 


21. Phillips, C.: (a) Skin Cancer in Southwest U. S., read at the Third 


International Congress of Cancer, Atlantic City, September 1939; (b) Observations 
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impressed by the much higher incidence of epithelioma in the southwest. 
(he Public Health Service survey in Dallas and Fort Worth seems to 
bear this out.°°f They found that skin cancer accounts for one third of all 
cases of cancer reported in that area and occurs almost exclusively among 
white persons. 
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Chart 2.—Percentage of all cases of cancer that were cases of skin cancer in 
selected urban areas, 1937-1939. 


CLIMATOLOGIC DATA 


After studying the results of the Public Health Service surveys, our 
first thought was that the incidence of skin cancer might parallel the 
number of hours of sunshine in each geographic section. Through the 
cooperation of the United States \WWeather Bureau, data on this and 
several other climatologic factors were obtained and are shown in 


Based on the Study of 1,434 Skin Cancers, Virginia M. Monthly 67:400 (July) 
1940; (c) The Relationship Between Skin Cancer and Occupation in Texas, Texas 
State J. Med. 36:613 (Jan.) 1941; (d) Multiple Skin Cancer: A Statistical and 
Pathologic Study, South. M. J. 35:583 (June) 1942. 


| 
° 10 20 30 || 
33.8 
| 
2 4. 7 
3.9 
| 
| 
= 
| 
— 


316 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


table 2. It is at once obvious that the number of hours of sunshine a 
year (in each section ) is significant, but it is not the only factor requiring 
consideration. For example, Dallas and Fort Worth have 30 per cent 
more hours of sunshine and 62 per cent more clear days than does 
Detroit, thus exhibiting a parallel to the prevalence rates of skin cancer 
in these two areas. On the other hand, when New Orleans is compared 
with Chicago, one finds the hours of sunshine and the number of clear 
days almost identical, but there is a great difference in the incidence of 
skin cancer. Note, however, that the average annual temperature is 40 
per cent higher in New Orleans than in Chicago; furthermore, when one 
compares the average temperatures for the winter months (December 


Taste 2.—Climatologic Data, Obtained from Reports of United States 
Weather Bureaus 22 


U. S. Weather Bureau Data 


Per Cent of Average Mean Mean 
Possible Number Annual Winter Mean * Prevalence 
Hours of of ‘Temper Temper- Annual Rate 
Sunshine Clear Days ature, ature, Solar Skin Cancer 
per Year per Year F F. Radiation (White) 
Atlanta...... 132 61.3 40.4 379 157.0 
Gainesville 
Dallas-Fort Worth.. 67 162 05.6 139.7 
New Orleans......... aS 125 ou.4 57.6 319 129.3 
66 147 36.3 378 121.7 
Lincoln 
Birmingham........... 60 141 63.7 49.1 sighs 89.1 
San Francisco-Oakland 66 161 56.5 52.2 391 81.2 
Fresno 
Philadelphia......... os 114 o4.4 35.9 vod 66.7 
Washington, D. O. 
Pittsburgh... 40 £6 52.6 32.4 278 36.6 
os 117 49.2 28.9 27 25.4 
Detroit... v2 100 48.7 28.4 23.8 


* Where the local weather bureau station was not equipped to measure solar radiation, 
the reading in a nearby city is sometimes given, as indicated. 


January, February and March) one finds that the average for New 
Orleans is twice that of Chicago. This, of coures, means that the popula- 
tion of New Orleans has many more hours of exposure to sunshine than 
has the population of Chicago.** 

For a number of years measurements of solar radiation have been 
carried out by a limited number of stations of the United States Weather 


22. Annual Meteorological Summary with Comparative Data, from Atlanta, 
Charlotte, New Orleans, Dallas, Chicago, Detroit, Pittsburgh, Birmingham, Denver, 
San Francisco, and Philadelphia, United States Weather Bureau. 

23. While each survey area is referred to by the name of the city, the surround- 
ing rural counties were included in each instance; thus the statistics represent a 
combination of the rural data and the urban communities. 
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Bureau. The instrument used, the pyrheliometer, records the total 
solar and sky radiation on a horizontal surface in units of gram calories 
per square centimeter.** This represents chiefly the caloric effect of 
sunshine, which is not so important in relation to skin cancer as is the 
ultraviolet component. (Blumenthal ** has pointed out that the quantum 
of the caloric rays is not sufficiently strong to exercise a substantial effect 
on the atom.) No extensive measurements of the ultraviolet component 
are available yet ; hence we have included the figures on total solar radia- 
tion for interest.*® 

These data support the concept of an etiologic relationship between 
solar radiation and skin cancer. It also indicates that overindulgence 
in solar radiation by the general public is much more dangerous than 
is generally realized. 

STATISTICS 

Since Charlotte is within 300 miles (480 kilometers) of the Atlanta 
survey area and the climatic conditions of the two localities are almost 
identical, the data gathered by the Public Health Service survey there are 
particularly significant in relation to the findings in our own material. 
The Atlanta survey,*” first in the series, included Atlanta and nine 
adjacent Georgia counties, with a total population of 511,000 (1930), 
of which 308,000 were classified as urban and 203,000 rural. One 
fourth of the total population was Negro. A total of 3,200 cases of 
cancer (all types) was recorded and verified. The most frequent 
site of cancer among white males was the skin—in 38.5 per cent of 
all reported cases; among females, skin cancer accounted for 20 per 
cent of all cases. In the Negro population, skin cancer accounted 
for only 2 per cent among males and + per cent among females. The 
study showed further that only 6 per cent of all deaths of males and 
3 per cent of deaths of females were due to skin cancer. (This illus- 
trates how misleading mortality tables may be in ascertaining the inci- 
dence of skin cancer. ) 

The lack of a parallel between incidence and mortality is sometimes 
very striking. In Atlanta, for example, more than 40 per cent of 
all deaths of males attributed to cancer’ were irom lesions of the 
stomach, prostate and intestines, which comprise only 15 per cent of 
the lesions reported among the living. The frequency of malignant 
lesions of the skin and of the digestive tract also offers an interesting 
contrast. In Atlanta, 38.5 per cent of all cancers in white males 
were primary in the skin; in Chicago only 12.5 per cent of all cases 


24. Hand, I.‘ F.: Review of U. S. Weather Bureau Solar Radiation Investiga- 
tions, Monthly Weather Rev. 65:415 (Dec.) 1937. 

25. It is possible to calculate the theoretic amount of ultraviolet rays from 
these measurements, but one must take into acount the smoke conditions, elevation, 
time of vear, latitude, etc., of each station to make this accur¢te. 
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of cancer were so classified. On the other hand, cancer of the digestive 
tract, accounting for 12.8 per cent of all cases in Atlanta, occurred in 
35.2 per cent of the cases in Chicago.*° The incidence of cancer of 
these two sites 1s apparently reversed in the two regions. 

Age.—The age distribution in our own cases is shown in table 3. 
The greatest number of cases, 27.7 per cent, occurred in the age 50 to 59 
group, with the 60 to 69 group showing 25.3 per cent. Of 461 patients, 
Zeisler ** found 123 in the 51 to 60 age group, 115 in the 61 to 70 group 
and 110 in the 41 to 50 group. Warren, Simmons and Rea,”* report- 
ing on 757 cases, found the median age for males to be 63 and for 
females 64. Phillips’*!® series (1,182 patients) showed 38.5 per cent 
of those with basal cell lesions between ages 60 and 70; in the group 
with squamous cell lesions, 23.5 per cent were between 50 and 60 
and also between 60 and 70. Schrek and Gates *’ reported a mean 
age of 57.3 years for patients with basal cell lesions and 66.2 years 


Tas_e 3.—An Analysis, by Decades, of the Ages of Our Patients 


Patients 

Decade Number Per Cent 


for those with squamous cell lesions. In the Atlanta survey 40 per 
cent of patients with skin cancer were 65 or over. Fifty-three per 
cent of our patients were between 50 and 69 years old; the total of 
the age group 40 to 79 is 87.1 per cent. The Public Health Service 
surveys also show appreciable numbers of epitheliomas in every age 
group above 35; the point is stressed that the prevalence of skin cancer 
“is directly associated with age and its relative importance increases 
regularly with age.” *°* 

Sex.—MackKee and Cipollaro* stated that only about 30 per cent 
of cutaneous cancers occur in women. The Public Health Service 


26. Mountin, Dorn and Boone.?% Dorn.?0b 

27. Zeisler, E. P.: Cancer of the Skin, Surg., Gynec. & Obst. 56:472 (Feb., 
no. 2A) 1933. 

28. Warren, S.; Simmons, C. C., and Rea, S.: Cutaneous Carcinoma Diagnosed 
Clinically Without Biopsy, J. A. M. A. 114:1619 (April 27) 1940. 

29. Schrek, R., and Gates, O.: Cutaneous Carcinoma, Arch, Path. 31:411 
(April) 1941. 
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surveys show that the majority of epitheliomas occur in males; the 
percentage varies with the geographic section (table 1). The sex 
differential is even more pronounced in cases of cancer of the lip. 
There appears to be a definite relationship between the primary site 
of cancer lesions and sex as well as age. Of our 1,742 patients, 
1,000 (57.4 per cent) were male and 742 (42.6 per cent) female. 
This ratio is almost identical with that found in the Atlanta survey: 
of a total of 882 cases of skin cancer, 58.1 per cent of the patients 
were male and 41.9 per cent female. Zeisler ** reported 55 per cent 
group. Templeton *’ found the sexes about equally 


males in his 
Warren, Simmons and Rea*> also found 


represented in his cases. 
the numbers of males and females strikingly similar; they stated the 
belief that this is not a true reflection of the incidence in the two 
sexes but is probably due to the fact that women are more aware 
of lesions of the face and oftener seek treatment. After studying the 
relationship between sex and the histologic type of epithelioma, Lunsford 
and Taussig *! concluded that males are two and one third times as 
susceptible to basal cell lesions as females, and nineteen times as sus- 
ceptible to squamous cell lesions. 

Occupation.—We classified our patients into two main groups on 
the basis of their stated occupation indoor and outdoor; the tabu- 
lation showed 59.4 per cent (1,036) of the patients having an indoor 
occupation and 40.6 per cent (706 patients) an outdoor occupation. 
However, all housewives (urban and rural) were included in the 
indoor group because detailed information on each case was not 
available; likewise, many businessmen recorded as having: an indoor 
occupation spend much of their time out of doors. It appears that 
if we had detailed information in each case the figures would show 
a higher percentage in the outdoor group. Phillips’ **° tabulation of 
the occupations of 1,190 Texas patients with epithelioma showed that 
men and women having much exposure to the sun through working 
or living conditions had 46.05 per cent of the skin cancers. Of 256 
patients with squamous cell epithelioma of the skin seen at the Mayo 
Clinic, Broders ** found that 54 per cent were farmers. An intensive 
study by Stephenson and Peller ** of skin cancer in the United States 
Navy, where a population of male adults 16 to 50 years of age is 


30. Templeton, H. J.: Cutaneous and Mucous Membrane Cancer, California & 
West. Med. 55:81 (Aug.) 1941. 

31. Lunsford, C. J., and Taussig, L.: Superficial Epitheliomata, California & 
West. Med. 25:740 (Dec.) 1926. 

32. Broders, A. C.: Squamous Cell Epithelioma of the Skin, Ann. Surg. 73: 
141 (Feb.) 1921. 

33. Peller, S., and Stephenson, C. S.: Skin Irritation and Cancer in the U. S. 
Navy, Am. J. M. Sc. 194:326 (Sept.) 1937. 
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much exposed to sun, wind and salt water, showed a morbidity seven 
to nine times higher and mortality three times higher than that of 
the comparable civilian population. We have previously noted the high 
incidence of skin cancer in Australia,*® where a major portion of the 
population is exposed to solar radiation in daily life. 

Duration.—This factor is extremely difficult to determine accu- 
rately. When a patient is first asked about the duration of his lesion, 
he often underestimates it. Very few patients note the date on which 
a lesion is first noticed, and therefore an accurate estimate by them 
is difficult. Our data are based on the period between the day the 
patient recalls having first noticed the lesion and the day he came to 
us for treatment. Of our patients 38.6 per cent reported a duration 
of one to three vears, 16.9 per cent of four to six months and 
14.8 per cent of one to three months (table 4). In the senior author’s 
series reported in 1924, 42 per cent were of one vear to three vears’ dura- 


TasLe 4.—Duration of 1,928 Epitheltomas (1,742 Patients) 


Duration of 1,928 Lesions Number Per Cent 
1-3 months.. 287 14.8 
4-6 months.. 327 16.9 
7 -12 months. 91 4.7 
1-3 years.. Tho 38.6 
4-6 years. : : 2H 13.1 
20 or more yeuars..... 24 1.2 


‘ihe figures represent the period of Lime between the day the patient recalls having first 
noticed the lesion and the day he reported for treatment. ° 


tion, with 30 per cent under one year. Simpson and Ellis ** (500 cases) 
found 35 per cent of their epitheliomas of a duration under six months. 
This is encouraging, but certainly with additional education of the public 
the average time between appearance and seeking treatment should 
be constantly lessened. In the Public Health Service survey of Pitts- 
burgh,*°° 42 per cent of all patients with cancer reported a duration 
under six months; the duration of a majority of the lesions of the 


skin was under twelve months. 


Size of Lesions—Our lesions were divided according to their sur- 
face diameter into three main groups: small (less than 0.5 cm.), 
medium (0.5 to 1 cm.) and large (over 1 cm.). Of the 1,928 lesions 
45.6 per cent were small, 26.4 per cent were medium and 27.9 per 
cent were large. Accordingly, it is apparent that 72 per cent were 
1 cm. or less in surface diameter. Warren, Simmons and Rea * 
likewise found two thirds of their lesions 1 cm. or less in diameter. 


34. Simpson, C. A., and Ellis, F. A.: Some Modern Problems in Skin Cancer, 
Virginia M. Monthly 65:123 (March) 1938. 
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it is well known that many epitheliomas, especially the ulcerated lesions, 
are more extensive than the surface appearance indicates; this is a 
ommon observation when the curet is used. Warren and Lulenski 
have stated that the size of the lesion is of considerable prognostic 
importance; they had only 9 per cent failures for lesions 1 cm. in 
diameter or smaller, but they had 65 per cent failures for lesions over 
5 cm. in diameter. In our material, 50 per cent of the failures were 
for extensive lesions (over 5 cm.). Fortunately, these large lesions are 
not so common as they were twenty vears ago. 

Clinical Form.—There are numerous clinical classifications, and, 
as MacKee and Cipollaro have pointed out, many of the varieties are 
temporary, one type changing to another over a period of time. The 
following clinical types and the numbers of each were recorded: 
578 papules (29.4 per cent) ; 495 nodules and tumors (25.6 per cent) ; 
333 superficial ulcers (17.2 per cent) ; 324 deep ulcers (16.8 per cent) ; 
139 verrucous lesions (7.2 per cent); 30 cutaneous horns, degen- 
erated base (1.5 per cent), and 29 seniles keratoses, malignant base 
histologically (1.5 per cent). We found that ulcerated lesions 
accounted for 34 per cent, the largest of any group. Wilson ** found 
the rate of ulceration more rapid in patients over 56 years of age 
and in previously treated lesions; in squamous cell lesions it was 
directly proportional to the grade of malignancy, except grade IV 
lesions, which were found to ulcerate at a rate between that of grades 
I and II. There are, accordingly, several possible factors in our find- 
ings: First, ulceration is a common characteristic of epitheliomas. 
Second, the age group commonest in our series was 50 to 69. Third, 
the patients with ulcerated lesions are probably more frightened by 
the appearance and therefore come for treatment. 

Location.—There is general agreement that epitheliomas occur 
principally on the exposed portions of the body, with a considerable 
majority on the face. Our figures (table 5) show the greatest number, 
30.2 per cent, occurring on the cheeks, with the nose the site of 
27.1 per cent of all lesions—more than half of the total in these two 
locations ; when the forehead, temples, eyelids, chin and jaw are added, 
the face is the locus of 77.8 per cent of all lesions in our cases. In 
Zeisler’s *7 cases (461) also, the nose and cheek accounted for the 
largest number of lesions. Simpson and Ellis ** found 95.7 per cent 
of their lesions on the exposed portions of the head and neck 
(3500 cases of keratoses and epitheliomas). Similar observations have 
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been reported by Hailey and Hailey,® Wilson,** and others. These 
data emphasize the importance of exposure to solar radiation as a 
causative factor. 

Multiple Lesions —Ot our patients, 9.6 per cent had more than 
one lesion when first seen; of these, 136 patients had two epitheliomas, 
21 patients had three and 8 patients had four or more lesions. In addi- 
tion, 9.7 per cent of all our patients subsequently had one or more 
additional epitheliomas (not recurrences) and returned to us for 
treatment. About 10 per cent of Zeisler’s patients ** presented multiple 
lesions. Phillips **4 found that 226 of 1,400 patients with epitheliomas 
(diagnosis verified by microscopic examination) had multiple lesions 
(total of 704). The common findings in his group were: age 50 to 60; 
] 


occupation, outdoor; complexion, 50 per cent blonds; site of elec 


Taps_e 5.—Location of 1,928 Epitheliomas 


Location (in Order of Frequency) Number Per Cent 


tion, the face. He stated the belief that three factors account for the 
multiplicity: (1) individual type of skin susceptible to development 
of epitheliomas, (2) occupational exposure to sunlight and (3) age. 


Microscopic Study.—Histologic examination of the lesions was 
performed in all cases in which the diagnosis was at all questionable, 
such as the cases of very early lesions, and all cases of extensive 
lesions; it was performed routinely in all cases of cancer of 
the lip. We feel that for the average, typical-appearing lesion the 
proper use of the curet is of diagnostic as well as of therapeutic value, 
in agreement with Pusey,** who stated: “I am willing to uphold 
a diagnosis of epithelioma made by inspection and with the curet.” 
In Templeton’s *° series biopsy specimens were taken from about 
20 per cent of the treated lesions; approximately one half were basal 
cell and one half squamous cell lesions. He reported a “similar biopsy 


37. Pusey, W. A., in discussion on Elliott, J. A.: Treatment of Epithelioma 
of the Lip by the Dermatologist, Arch. Dermat. & Syph. 27:373 (March) 1933. 
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policy’’ (omitting it when the lesion is typically epitheliomatous in appear- 
ance) among a large number of leading dermatologists in this country. 
In our own material histologic examination was obtained in 381 cases; 
in 48.8 per cent the lesions were basal cell, in 41.7 per cent squamous cell 
and in 9.4 per cent combined basal and squamous cell. The some- 
what high percentage of squamous cell lesions is probably due to the 
fact that this was a selected rather than a consecutive series. \Varren 
and Lulenski *° reported that 70 per cent of the lesions on which they 
had performed biopsy were basal cell in type. Montgomery ** has 
stated that approximately 12 per cent of epitheliomas are of the basal 
cell-squamous cell variety. 

Previous Treatment.—Two hundred and ten patients (12 per cent) 
had had previous treatment when they were first seen by us. Of these, 
30 had had temporary healing and then recurrence; the remainder 
had not obtained even temporary healing. Sixty-nine patients, the 
cancer quacks” 


largest single group, said they had been treated by 
(with pastes, acids, etc.). Of the orthodox therapeutic methods, 
radiation used alone (64 patients) and the “electric needle” 
48 patients) were responsible for most of the unsatisfactory results. 
In addition, surgical excision had failed in 31 patients and solid carbon 
dioxide in 9. In our own group with recurrences and failures 40 per 
cent had had previous treatment elsewhere. This is in line with other 
reports to the effect that unsuccessful previous treatment, particularly 
radiation used alone in high dosage, increases the difficulty of any 
subsequent therapeutic procedure and renders the prognosis much less 
favorable. 
TREATMENT 

The historical background of the treatment of epithelioma has been 
traced by Jones and Alden,** Leslie Roberts,'’ Valade,*' and others. 
The beginning of the present century saw the introduction of several 
valuable therapeutic measures—notably roentgen rays and radium— 
and more recently electrosurgical treatment has been introduced. 
MacKee ** stated that the first basal cell epithelioma treated with 
roentgen rays was demonstrated before the Swedish Medical Society 


38. Montgomery, H.: Early Recognition and Treatment of Skin Cancer, S. Clin. 
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(Jan.) 1930. 

40. Roberts, H. L.: Treatment of Rodent Ulcer by Trichloracetic Acid, Brit. 
M. J. 1:794 (April 30) 1927. 

41. Valade, C. K.: Arsenic Paste in Cancer of the Skin, J. Michigan M. Soc. 
33:513 (Sept.) 1934. 

42. MacKee, G. M.: Basal Cell Epithelioma: Roentgen Ray and Radium in 
Treatment, J. Cutan. Dis. 37:179, 1919. 
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in 1899 by Steinbech. In the United States the first attempt to treat epi- 
thelioma with roentgen rays usually resulted in temporary disappearance 
or unimprovement with frequent recurrence, according to Geyser.*® 
About this same time Sherwell ** demonstrated an improved technic com- 
bining the usefulness of the curet with the chemical effects of a caustic. 

Fordyce,*® Culver,*® MacKee **? and many other authorities have 
advocated removal of the epitheliomatous mass by means of curettage 
before application of further therapy. It is obvious that the removal of 
the cancerous tissue allows any subsequent therapeutic measure a much 
greater chance for success than if it had to penetrate the epitheliomatous 
mass first. Curettage gives valuable information about the depth and 
extent of the lesions as well as supplying tissue for microscopic exam- 
ination. It is now generally agreed that no one therapeutic method is 
best for all cases of epithelioma. The primary and most essential object 
of any form of treatment employed is, of course, the total and complete 
removal or destruction of every malignant cell present. Factors such as 
the size, location, extent, clinical form and cellular type should guide 
the clinician in his choice of a therapeutic method. Jacobson ** has sum- 
marized it thus: ‘““The successful treatment of cutaneous malignancies 
depends upon two essential requirements. First, the selection of the 
proper therapeutic agent to meet the needs of a given situation; second, 
skillful and adequate handling of the chosen remedial agent in every 
instance.” 

Briefly, the method we have employed most often is this: First, 
thorough curettage of all the abnormal tissue, followed by electrocoagula- 
tion or desiccation of the new surface; then the area thus treated, plus 
a peripheral margin of normal skin, is exposed to 600 to 800 r of unfiltered 
roentgen ray (105 kilovolts, 5 milliamperes, focal skin distance 9 inches 
[22.8 cm.] mechanical rectification) on the same day. This exposure is 
repeated, preferably every four to seven days, until a total of 2,400 to 
3,000 r has been given. \We believe that this method of administering 
roentgen rays produces results superior to those obtained when the same 
total dose is given at one sitting. The time required for healing ranges 
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from four to seven weeks, depending on the original size and depth of 
the lesion. 

According to Brodeur,*® the Brocq-Belot technic was one of the first 
to employ the combination of curettage and roentgen ray therapy. Sava- 
tard,*® in 1928, stated that for twenty five years his method of treating 
(basal cell) epitheliomas had been curettage followed by chemical cauter- 
ization and roentgen ray therapy. Culver,*® Bechet,°° Shelmire and 
Fox,? Zeisler ** and many others have reported superior results follow- 
ing the combined use of curettage, electrothermic or chemical cauter- 
ization and roentgen ray therapy. ‘The advantages of electrothermic 
methods supplemented by roentgen ray also have been pointed out by 
Pfahler,°* Hazen,** Simpson and Anderson,** Lingenfelter and Ambler,” 
and others. Curettage and electrothermic cauterization offer the only 
hope in many cases in which previous radiation therapy alone has failed. 

The matter of the cosmetic result is important. Although some of 
the older authorities recommended a total disregard of cosmetic con 
sideration, it must be conceded that, as Shelmire and Fox ** have stated, 
“Utter disregard for the surrounding tissues in their treatment leaves 
as a sequel disfiguring cosmetic results often as annoying to the patient 
as the primary growth itself. The tell-tale atrophy and telangiectasia 
subsequent to the overzealous treatment of a small basal-cell epitheli- 
oma with massive x-ray and radium irradiation may be not only deform- 
ing, but in itself dangerous, as not infrequently a malignant prickle-cell 
epithelioma develops upon the site of the radiodermatitis.” Admittedly, 
the physician’s first and foremost duty is to apply the therapeutic method 
which offers the greatest possibility of cure; but his obligation to the 
patient includes an effort to bring about a complete cure with a minimum 
of permanent deformity. The scars incident to the use of curettage and 
electrothermic methods tend to improve with the passage of time, whereas 
the cutaneous changes induced by high dosage radiation frequently do 
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the opposite. Those who have used the combined method of treatment 
generally agree that the cosmetic result obtained is equal to and frequently 
superior to that obtained by other methods. 


RESULTS 


The results obtained in 1,052 cases followed for tive years or more 
are shown in table 6. Of these, 647 were observed personally ; in 405 fol- 
low-up information was furnished by questionnaires. Five year cures 
were obtained by 97.1 per cent of the patients. The lesions of 563 patients 
healed satisfactorily under treatment, but the patients could not be 
followed up. There are, in addition, 60 four year cures and 67 three 
year cures among patients seen since 1939. Primary healing of the lesion 
is no criterion of permanent cure, but in too many reports it has been 
considered as such. Emphasizing this point, Warren, Simmons and 
Rea ** reported that more than 25 per cent of the deaths from cutaneous 
cancer in their series occurred after primary healing. Warren and Lulen- 


TABLE 6.—Results Obtained for 1,052 Patients Followed for Five Years or More 


Patients 
Results Number Per Cent 
Patients followed five years or longer...... ; 1,062 * 

Recurrences..........- 15 14 
Failures, including deatlis 15 1.4 
3 0.5 
1,022 97.1 


Five year cures..... 


* The remaining 563 patients had healing under treatment but could not be followed 
There are, in addition, 127 patients with three or four year cures, seen since 1939. 


ski ** found that 42 per cent of the recurrences developed two years or 
more following original healing. There is still a paucity of reports on 
the late results obtained in the treatment of epithelioma. 

. Recurrences and Failures—We had a total of 30 patients (2.9 per 
cent of the five year group) whose lesions recurred after our treatment 
or failed to heal. Of this group 64 per cent were males; the average 
age was 61.5, and 40 per cent had been treated previously elsewhere. We 
consider as recurrences only those lesions which healed after our treat- 
ment but later broke down; these total 15, and in all but 1 instance the 
recurrence developed within five years after the original treatment. In 
11 of these cases final cure was obtained, usually by repeating our treat- 
ment (several had been originally treated with roentgen rays alone or 
Sherwell’s technic alone). In 4 cases the final outcome could not be 
learned ; they are therefore added to the number of failures. 

In addition, the group classified as failures includes 15 with per- 
sistent lesions which never healed under our treatment. In 5 of these, 
underlying cartilage (ear) was involved, and 4 obtained final cure fol- 
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lowing surgical excision, which is certainly the treatment of choice when 
underlying cartilage has been invaded. One patient’s lesion, on the 
dorsum of the hand, recurred again after surgical excision and finally 
necessitated amputation. Seven out of the 15 had extensive lesions (over 
5 cm.) to start with, covering the entire temple, forehead or cheek. 
Six were treated continuously without healing and then lost track of; 
their treatments are considered as failures, but the final outcome 1s 
unknown to us. 

We know of only 3 patients in whom metastases developed, and they 
died; there have probably been more, but our records, inquiries and 
questionnaires have revealed no others. It is possible that 1 or more of 
the cases with extensive lesions which resisted all treatment ended 
fatally. These factors naturally render any calculations of the percentage 
of failures and fatalities of limited value. 

Comparison with statistics published in other reports is difficult, 
owing to the variety of therapeutic procedures, methods of calculation, 
length of follow-up, etc. Templeton’s *° material was in many respects 
similar to our own; reporting on 1,281 patients, including some with 
lesions of mucous membranes treated in private practice, he noted 37 
recurrences and failures, including 2 deaths. Analyzing the methods of 
treatment employed, he found that the use of destructive forms of therapy 
resulted in far fewer recurrences than the use of radiation alone. Of his 
1,040 cutaneous lesions 98.7 per cent were classified as cured ; however, 
only 22 per cent of these had been followed for five years. Warren, 
Simmons and Rea ** reported on 829 cases of epithelioma and were able 
to follow & per cent for five years. Recurrences occurred in 13 per cent 
of their cases with primary healing and followed for one year or longer. 
Their patients were treated almost exclusively by radon alone ; estimated 
five year cures were 65.5 per cent. They attributed their failures “largely 
to the use of very light filtered radon applied to the surface in inadequate 
dosage.” Their mortality rate was 0.4 per cent in cases of lesions under 
1 cm. in diameter ; 35 per cent in cases of lesions over 4+cm. Ina series 
of cases with microscopic verification and treated with surgical measures 
or radiation, Warren and Lulenski ** reported 39 per cent five year cures 
in cases of squamous cell lesions and 41.4 per cent in cases of basal cell 
lesions. Mortality rates were 34.4 per cent for squamous cell lesions, 
11 per cent for basal cell lesions and 5 per cent for a group of lesions on 
which biopsies were not done. MacKee and Cipollaro * have tabulated 
the results reported by a number of writers. The combined use of curet- 
tage surgical diathermy and roentgen ray treatment resulted in 94 per 
cent cures in Zeisler’s series. 

To summarize our results; Of 1,742 patients with epithelioma, 1,052 
(60.3 per cent) were followed for five years or longer ; of these 97.1 per 
cent had five year cures. Warren and co-workers ** expressed the belief 
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that the percentage of cures should be computed on the basis of the total 
number of lesions treated rather than the number of patients followed ; by 
this method we would have 58.6 per cent known five year cures out of 
1,742 patients treated, 1.7 per cent recurrences and failures and 39.7 per 
cent of the patients unaccounted for after primary healing. In a total 
of 30 cases recurrence or failure to heal was known; ultimate cure was 
obtained in 16 of these. ‘There were 3 known fatalities, a mortality rate 
of 0.3 per cent in the 1.052 cases followed five vears. 


COM MENT 


The high incidence of epithelioma in the Southern States, as dem- 
onstrated by the recent United States Public Health Service surveys, not 
only indicates the importance of the therapeutic problem but also lends 
considerable additional support to the concept of an etiologic relationship 
between solar radiation and skin cancer. ‘The statistical findings in our 
own material are very similar to those reported in the Atlanta survey and 
to those published in other private reports. Regarding statistics, we 
make a plea for a careful and complete history in each case of epithelioma. 
This should include, in addition to the customary data, as much informa- 
tion as can be gained about the family background and history of cancer ; 
the type and color of the patient’s skin ; how much exposure to sunshine, 
wind and other irritants the patient has had in addition to that to be 
expected in his regular occupation, and the first sign of the lesion. 
Furthermore, to make possible more accurate and valuable comparisons 
between different reports, a standard form (to include various treatment 
procedures, comparative data and a uniform method of computing statis- 
tics) would be of great value. To carry this idea to its logical conclusion, 
a central clearing house for the collection, standardization and dissem- 


ination of this material should be established. 


SUMMARY 


1. The high incidence of epithelioma in the white population of the 
Southern States supports the concept of an etiologic relationship between 
solar radiation and skin cancer and emphasizes the importance of the 
therapeutic problem. 2. An analysis of the clinical observations and the 
results obtained in the treatment of 1,742 patients with epithelioma of 
the skin is presented. 3. The combined use of curettage, electrothermic 
destruction and roentgen ray therapy resulted in 97.1 per cent cures in 
1,052 patients followed for five years or longer. This has proved to be 
an ideal therapeutic procedure for the average epithelioma. 

Mr. James M. Howe, Chief of the United States Weather Bureau at Charlotte, 
N. C., assisted in obtaining the climatologic data. 
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ABSTRACT OF DISCUSSION 
Dr. Howarp HaAILey, Atlanta, Ga.: ‘The Association is indebted to Dr. Elliott 


1 his instructive paper. Apparently, from statistics cited by Dr. Elliott, skin 
cancer is much more prevalent in the Atlanta area than in some other areas which 
are similar in geographic location. I think that this apparent frequency can be 
partially explained by the fact that there are three active cancer clinics in Atlanta. 
In addition to these three clinics, there are nine other treatment centers throughout 
the state. of Georgia. Because of the comparatively numerous cancer clinics in 
the state of Georgia, better statistics are available. I dare say that if some of the 


surrounding states had as many active cancer clinics as Georgia has, the incidence 
of skin cancer would be much greater than now reported. 

For a long time it has been known that solar radiation exercises a strong 
influence in the development of cancer of the skin. Dr. Elliott has emphasized 
this point in an interesting and authoritative presentation. Solar radiation is 
probably the commonest exciting factor in the development of cancer. There are 
certain occupations in which exposure to gases, chemicals and other irritating 
substances offer exciting causes in the development of cancer. I believe that it is 
necessary to have the hereditary factor present in the patient before the exciting 
factor—solar radiation or other factor—can bring about development of skin cancer. 
As Dr. Elliott has recorded, skin cancer is much commoner in blonds than in 
brunets. 

Dr. Pact E. Becuet, Elizabeth, N. J.: Dr. Elliott and Dr. Welton have made 
a valuable contribution to the therapy of cutaneous cancer. I can heartily endorse 
their therapeutic measures, as my results with the same therapy during five years 
have been equally favorable (Diagnosis and Treatment of Cutaneous Cancer, M. Rec. 
148:50 [July 20] 1938). I have always been deeply impressed with the fact that 
solar radiation plays an important causative role in cutaneous cancer, and this 
opinion has been greatly influenced by the clinical and experimental corroborative 
data gleaned from the literature and presented by me before the Section of Derma- 
tology and Syphilology of the American Medical Association in 1933 (ARCH. 
DeRMAT. & Sypu. 29:221 [Feb.] 1934). 

No article on cutaneous cancer is complete without a bow to Dubreuilh, who 
first recognized in 1907 the possible etiologic role of excessive solar burns in the 
causation of epithelioma, or to that grand old clinician, Samuel Sherwell, of 
Brooklyn, who introduced acid mercuric nitrate after thorough curettage in the 
treatment of epithelioma (J. Cutan. & Genito-Urin, Dis. 5:9, 1887). 

Dr. Davin A. OLIver, Chicago: I personally am a good example of the person 
vith the fair type skin in which epitheliomas develop. For that reason, I have 
had a great deal of interest in skin cancer. I agree entirely with Dr. Elliott 
about the effect of solar radiation and climate. 

I wonder if you realize that even in Texas the cattle acquire carcinomas. 
I visited the stockvards several years ago with Dr. Klauder in search of cases 
of diamond back disease. 

In visiting the Bureau of Animal Industry, I was much surprised to see the 
skulls of a number of Texas longhorn cattle—also illustrations of them—with 
typical epitheliomas of probably a squamous cell type, at the inner canthus of 
the eye. There carcinomas had extended into the skull and killed the animal. 


On questioning the curator in charge of the museum, he said it was very 


common for Texas longhorn cattle to have carcinomas. 
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Dr. Everett S. Lain, Oklahoma City: I have especially enjoyed Dr. Elliott's 
and Dr. Welton’s presentation because I am personally one of those fair-com- 
plexioned persons who has to look out for skin cancers. 

The results of the United States Public Health cancer survey which has been 
made of Fort Worth and Dallas areas are doubtless much the same as might be 
shown for Oklahoma, plus, perhaps, a little more irritation trom blowing sand, 
which furnishes an additional contributing factor. It is generally accepted that 
chronic irritation from any cause is an important factor, and certainly excessive 
solar radiation is one of them. 

Therefore, the members of the Association are indebted to Drs. Elliott and 
Welton for having brought such statistical evidence of possible effects of excessive 
sunlight on the skin, which is only a confirmation of a concept which has for a 
long time existed in minds of physicians who treat cancer. I do not, however, 
think that sunlight has any appreciable effect on cancer in other organs of the body. 

The American Society for the Control of Cancer, which name was recently 
changed to The American Cancer Society, has been encouraging the United States 
I am looking forward to 


Public Health Service to make such cancer surveys. 
Doubtless 


the time when they will also make a cancer survey of Oklahoma. 
Oklahoma will show a parallel or similar frequency. 

The essayists also emphasize the heredity factor in skin cancer. They reported 
that skin cancer is relatively infrequent in Negroes. The same is also true in most 
i the pigmented races in all parts of the world. 

Some years ago, when I presented the subject of carcinoma of the lip before 
the Section on Dermatology and Syphilology of the American Medical Association, 
I called attention to the almost total absence of skin cancer in the American 
Indian though the Indian is exposed to all the severe elements of the weather. 
I am speaking only of the full-blooded Indian. The patient was a woman who 
had a cancer on the nose, who alleged, though I have reason to doubt it, that 
she was a full-blooded Indian. 

Also, it is interesting to note the relative infrequency of skin cancer in 
women, except farm women, doubtless because of protection offered by cosmetics. 

I was at first almost alarmed about the increased habit of smoking among 
women, though perhaps the lipstick is going to be their savior. 

Finally, all physicians recognize the successful method of treatment aims at 
the complete or total eradication of the neoplastic cell, whether it is surgical 
intervention, endothermy, electrocoagulation or radiation, and the success of the 
treatment largely depends on the particular perfected technic that the individual 
physician has developed. If radiologists were present today they would tell of 
the greatly improved therapy—to which I can also testify—which has come about 
since the introduction of interstitial radium platinum needles. Had Drs. Elliot and 
Welton included cancer of the lip in their statistics, doubtless their percentage of 
cures would naturally be lower; Dr. Elliott tells me that that subject is to be 
presented in a separate paper. 

Dr. EuGene F. Traus, New York: One of the important things that Dr. 
Elliott’s paper brought out was the fact that he as a dermatologist followed and 
treated almost 2,000 patients with cancer over a period of five vears and that his 
percentage of five year cures is an unusually high one. 

If I understood correctly, most of the lesions were treated by a combined 
method. Recently at the New York Academy of Medicine a symposium on this 
subject was held, and two surgeons, two radiotherapeutists and two dermatologists 
were invited to discuss the subject. The radiotherapeutists, of course, treated all 
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their lesions with radiation. One of them, in discussing the subject. stated that 
his doses of radiation to produce a cure were so great at times in order to effect 
this result in every type of epithelioma of the skin that if the lesion was originally 
basal cell one had to observe carefully that later a squamous cell lesion did not 
levelop at the site because of the large dosage. 

The surgeon explained that, even for the removal of small lesions, frequently 
extensive plastic repair was necessary, together with essential periods of hos 
pitalization 

The dermatologist, in view of his training, is, in my opinion, best qualified t 
treat the majority of these lesions, and | am glad to hear that Dr. Elliott was 
able to report better than 97 per cent cures over a five year period by a com- 
bination method that is certainly far superior to any one type of treament employed 
by those familiar with only one remedy. The fact that dermatologists use a curet, o1 
course, is sneered at and frowned on by both sides but, I am sure, simply because 
of ignorance of the use of one of the best adjuncts to the treatment of this disease 

The high percentage of squamous cell eptheliomas so successfully treated is 
another point that makes Dr. Elliott’s statistics more impressive. A high per- 
obtained when one is dealing with basal cell 


centage of cures can always be 
cel 


lesions only, but since his report includes so large a number of squamous 
lesions it certainly adds to the excellence of his results. 

Dr. ANTHONY C. CrpotLaro, New York: It is late, and I dislike to prolong 
I wish to congratulate 


this discussion. However, the subject is an important one. 
He has included 


Dr. Elliott on his wonderful summary of a difficult subject. 
everything that pertains to cancer of the skin. 

Dr. Traub discussed what I was going to discuss in relation to the methods 
of treating cutaneous malignant growths. I agree entirely with the method 
employed by Dr. Elliott and with the remarks made by Dr. Traub. 

In relation to the causation of cancer, I should like to cite two authorities 
who have studied this subject very thoroughly. 

Roffo, in Buenos Aires, has reported that about 95 per cent of all cutaneous 
malignant neoplasms occur on the face and the backs of the hands, in other words. 
areas of the skin exposed to the sun. He thoroughly believes that most cutaneous 
cancers are caused by exposure to rays of the sun, as brought out by Dr. Elliott in 
his paper. 

Paul and Molesworth, two brilliant Australian students of the subject, have 
stated that in a population made up of the same stock as in Great Britain, th 
incidence of cutaneous cancer is about ten times greater in Australia than it is in 
Great Britain. I did not make myself clear there. What I am trying to say is 
that the English people, transferred from the British Isles to Australia, show 
cancer ten times more frequently in Australia than they do in the British Isles 
Both Molesworth and Paul tried to bring out the fact that ultraviolet rays are 
carcinogenic. 

Dr. JAMes H. Mitcnuerr, Chicago: Dr. Elliott has given conclusive proot o1 
the harmfulness of excessive exposure to the action of sunlight. While dermatol- 
ogists are warning their patients of the danger of external applications, they should 
add sunlight to the list. 

[ have watched persons over the years exposing themselves to sunlight i 
excess on the golf course and about the swimming pool, and I have had them 


come in one after another with epithelioma. 
Dr. Josep A. Exxiott, Charlotte, N. C.: I am indebted to the speakers for 
their discussion. Many of the things that have been brought out by the discussants 
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are included in our original paper, but time, of course, did not permit me to read 
them, as for instance, epithelioma in cattle. Findlay found 170 cases of cancer in 
the skin of cattle, and all but 3 of the lesions occurred in white areas. I think 
that this is significant. 

The cases that we reported were all of lesions of the skin and did not include 
lesions of mucous membranes. Most of them were small lesions, as shown in our 
charts. In the cure of small lesions it did not make any difference whether the 
lesion was of basal or of squamous cell type. This, of course, is not true when 
the lesion is a large one. 

The choice of a method of treatment depends largely on the type, size and 
location of the cancer. As was pointed out in our paper, we believe that lesions of 
the ear which involve cartilage should be removed surgically. Most of our 
recurrent lesions were in this location, and some of them had to be referred to the 
surgeon for total excision. 

There are some advantages to living in a small city rather than in a metro- 
politan area. One of these advantages is that one gets very much better cooper- 
ation from the men in one’s profession. This is due to the fact that one is 
personally acquainted with all of the physicians in the area. Most of them refer 
their patients with epithelioma to the dermatologist for treatment. On the other 
hand, if the dermatologist sees lesions that he thinks should be removed surgically, 
he refers them to a surgeon. In that way one gets excellent cooperation. 

We do not treat all of our patients by any one method, but, briefly, the method 
we have employed most frequently is, first, thorough curettage of all the abnormal! 
tissue followed by electrodesiccation or coagulation of the new surface. Then 
the area thus treated, plus a peripheral margin of normal skin, is exposed t 
500 to 800 r unfiltered roentgen rays. This exposure is repeated at four t 
seven day intervals until a total of 3,000 r or more has been given. We believe 
that this method of administering roentgen rays produces results superior to 
those when the same total dose is given at one sitting. The time required for 
healing ranges from four to seven weeks, depending on the original size and 


depth of the lesion. 
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POIKILODERMA ATROPHICANS VASCULARE JACOBI 


Cutaneous Changes Typical of This Disease in a Patient with Late 
Meningovascular Neurosyphilis 


FREDERICK KALZ, M.D. 
AND 
JAN HOOGSTRATEN, M.D. 
MONTREAL, CANADA 


N 1907 Jacobi’ designated the symptom complex previously described 

by Petges and Clejat * as poikiloderma atrophicans vasculare. Many 
cases of this disease have since been described, and in 1930 a complete 
critical survey of the literature was compiled by Oppenheim.* Several 
reports have been published on this continent, including papers by 
Taussig * and Oliver,’ both reviewing the more recent literature. 

The characteristic features of poikiloderma atrophicans vasculare 
are atrophy, telangiectasia and* pigmentation. The atrophy causes a 
cigaret-paper-like thinning of the skin, and the telangiectasia and pigmen- 
tation form a colorful pattern, resembling at times atrophy of the skin 
due to roentgen rays. This condition has been observed in combination 
with myositis and scleroderma. 

There has been considerable controversy as to whether poikiloderma 
atrophicans vasculare is a separate entity or whether it is an early or 
end stage of other diseases of the skin. Mycosis fungoides and lympho- 
sarcoma have produced similar—even clinically indistinguishable—pic- 
tures, making diagnosis difficult. In addition, nevoid disorders and cutane- 
ous atrophies due to photosensitization may present similar pictures. 

The types described are designated as follows: 

1. Poikiloderma atrophicans vasculare (Jacobi *) 


2. Poikilodermatomyositis (Petges and Cléjat 2) 


From the Section of Dermatology, Department of Medicine, J. C. Meakins, 
M.D., Physician-in-Chief, and the Department of Pathology. T. R. Waugh, M.D., 
Pathologist-in-Chief, Royal Victoria Hospital, Montreal, Canada. 

1. Jacobi, E.: Poikiloderma atrophicans vasculare, Ikonog. Dermat. 3:95, 1908. 

2. Petges, G., and Cléjat, H.: Sclerose atrophie de la peau et myosite 
generalise, Ann. de dermat. et syph. 7:550, 1906. 

3. Oppenheim, M., in Jadassohn, J.: Handbuch der Haut- und Geschlechts- 
krankheiten, Berlin, Julius Springer, 1931, vol. 8, pt. 2, pp. 635-649. 

4. Taussig, L.: Poikiloderma atrophicans Vasculare. Jacobi, Arch. Dermat. 
& Syph. 25:882 (May) 1932. 

5. Oliver, E. A.: Mycosis Fungoides with Poikiloderma-Like Symptoms, 
Arch. Dermat. & Syph. 33:267 (Feb.) 1936. 
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. Scleropoikiloderma (Rottmann,® Jaffé *) 


4. Congenital poikiloderma, a nevoid disorder of the skin (Thomson §) 
previously described by Zinsser, Janovsky, Jadassohn, Lutz and others 
and reviewed in Oppenheim’s, survey.® 

5. Poikiloderma of Civatte,® identical with pigment melanosis (Riehl 1°) 

. Cutaneous changes morphologically resembling those of poikiloderma 
atrophicans vasculare, eventually leading to lymphosarcoma (Lane 11) or 


to fungoides (Oliver °) 
. Poikiloderma-like end stages of various eruptions healing with atrophy— 
(Miller 22), poikiloderma erythematodes reticulare 


N 


end stages of cutaneous syphilis may show atrophy and pigmentary 
changes. Telangiectasia has not been described in such cases. Van der 
Valk ** described sueh cases under the heading of “leucotrophia syphi- 
litica Fournier.” Hudelo and Calliau** and Thibierge and Hufnagle '° 
presented cases of this disease in syphilitic persons who displayed ery- 
thematous and atrophic plaques ; in both instances the cutaneous changes 
belong in the group of dermatitis atrophicans maculosa. 

The first three variations are considered as a clinical entity. 


Recently we had the opportunity of investigating a patient who 
presented a clinical picture similar to those described by Jacobi.’ 


REPORT OF A _ CASE 
A 45 year old Canadian, of Scottish extraction, had a positive Wassermann 


reaction in the blood donor clinic at the Royal Victoria Hospital. He was unaware 
of his syphilitic infection. He stated that twelve years previously he had suffered 


6. Rottmann, H. G.: Ueber Poikilodermie mit bemerkenswerten Nebenbe- 
funden, Arch. f. Dermat. u. Syph. 153:747, 1927. , 

7. Jaffé, K.: Falle von Sklero-Poikilodermie, Arch. f. Dermat. u. Syph 
159: 257, 1930. 

8. Thomson, S.: Poikiloderma Congenitale, Brit. J. Dermat. 48:221, 1936. 

9. Civatte, A.: Poikilodermie reticulée pigmentaire, Ann. de dermat. et syph. 
6:705, 1925. 

10. Riehl, C.: Pigment Melanosis, Wien. klin. Wchnschr. 30:780, 1917. 

11. Lane, J. E.: Poikiloderma Atrophicans Vasculare, with Report of a Case 
by Oliver S. Ormsby, M.D., Chicago, Arch. Dermat. & Syph. 4:563 (Nov.) 1921; 
Poikiloderma Atrophicans Vasculare: Conclusion of Previously Reported Case, 
ibid. 8:373 (Sept.) 1923. 

12. Muller, H.: Lupus Erythematosis mit Atrophien, Zentralbl. f. Haut- u. 
Geschlechtskr. 3:130, 1922. 

13. Van der Valk, W.: Leucotrophia syphilitica Fournier; ber Leukodermie, 
Zentralbl. i. Haut- u. Geschlechtskr. 17:416, 1925. 

14. Hudelo, H., and Cailliau, A.: Examen histologique d’un cas d’atrophie 
maculeuse, Bull. Soc. franc. de dermat et syph. 28:372, 1921. 

15. Thibierge, G., and Hufnagel, H.: Erythéme en plaques atrophiant et 
sclerodermisant, Bull. Soc. frang. de dermat. et syph. 28:328, 1921. 
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from violent headaches, that his lett eyelid drooped and that his vision was 
impaired. In 1935, bluish spots appeared on the skin otf the arms, the legs and 
trunk, and a gradual darkening of the areas involved was noted. There was 
no pruritus or subjective sensation other than coldness of the lett hand. 


the 

Examination revealed a slight ptosis of the leit eyelid, slight pallor of the leit 
disk and reduced vision of the left eve. Visual fields and pupillary reactions were 
normal. Knee and ankle jerks were not elicited, and vibratory sense was reduced 


Fig. 1—Back, buttocks and forearms showing large areas of pigmentation 
with sharply demarcated borders and discrete patches of normal skin. 


in the left leg. No further abnormalities were found, with the exception of the 
cutaneous changes, which will be described in detail later. : 

The Wassermann reaction of the blood was positive in a serum dilution of 
1: 256. Examination of the spinal fluid revealed that the first zone was posi- 


tive with 0.1 cc. The colloidal gold curve was of the dementia paralytica 


type, being 555321000. There was no increase in cells; the result of the Pandy 
test was negative, and total proteins were 55 mg. per hundred cubic centimeters. 


A diagnosis of late meningovascular neurosyphilis was made. 
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The skin presented the following picture: Large areas of light brown pigmen- 
tation covered the shoulder blades, extending to the arms and involving most of 
the back and buttocks (fig. 1). Equally large areas were noted on the chest and 
abdomen; these pigmentations were sharply demarcated, with a few discrete spots 
of normal skin. Part of the back showed superficial atrophy (cigaret-paper-like 
thinning of the skin) as well as lichenification and fine desquamation. The 


Fig. 2.—Extensor surface of left arm, showing atrophy and telangiectasia. 


skin of the chest appeared normal, except for the pigmentation and some small 
angiomas of senile type, occurring both in normal and in pigmented skin. 

Both forearms displayed changes of a different type. In addition to sharply 
outlined and partially atrophic areas, telangiectases and extravasation of blood 
were present, resulting in a curious mottled appearance which resembled roentgen 
atrophy. These changes were especially evident on the elbows (fig. 2) and around 
an old vaccination mark on the left arm. 
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The skin of the lett hand and wrist revealed a decided diffuse cyanosis, edema 
and slight atrophy but no pigmentation or telangiectasia. These changes corre- 
sponded clinically to acrodermatitis atrophicans chronica (Herxheimer)—a feature 
occasionally observed in poikiloderma atrophicans vasculare.* 

There were numerous small pigmented areas with peripheral desquamation 
on the thighs, especially near the inguinal folds, and telangiectasia and atrophy, 
similar to those on the elhows, were observed on the extensor surfaces of the thighs, 
the ankles and the right knee. 

Histologic examination of skin and subcutaneous tissue from the lesions on 
the back showed the epidermis to be thrown into broad irregular folds over 
the underlying dermis. For the most part, the epithelium was atrophic, with loss 
of rete pegs in some places. The horny layer was not appreciably thickened and 
was arranged in rather loose layers. The granular cells were still to be seen 
but were in a single flattened row. Beneath, the prickle cells were only twe 
to six layers deep, and many were swollen and edematous. The usual sharp 
distinction between epidermis and corium was lost in many places, and scattered 
leukocytes infiltrated the epithelial layer. The papillary bodies and subpapillary 
layer of the corium contained many mononuclear cells almost entirely lymphocytic, 
with practically no plasmacytic forms. A moderate degree of edema was present 
\ few widely dilated vascular channels were seen in the upper portion of the 
corium, and here special stains for elastic tissue showed that it had disappeared 
while the lower portion of the corium showed no special histologic changes. Occa- 
sional histiocytes containing granules of brownish pigment were found in areas of 
hyperemia, but no hyperpigmentation of the epidermis had occurred. 

Sections of brownish firm tissue from the latissimus dorsi muscle did not 
show any pathologic changes. 

Sections of skin and subcutaneous tissue from the elbow showed the horny 
layer to be slightly thickened and arranged in lamellar fashion, with a minimal 
amount of parakeratosis. The underlying granular layer was present and normal, 
while the prickle cell layer was thinned. In some places the cells of the basal 
layer were edematous and had swollen nuclei. The rete pegs were atrophic and in 
many places completely lacking, and the usual sharp distinction between epidermis 
and corium was absent. The upper part of the corium was edematous and infil- 
trated with mononuclear cells. A striking feature was the presence of many 
thin-walled dilated blood vessels just beneath the epidermis (fig. 3). 

It should be noted that the mononuclear cell infiltration both in the section from 
the back and in the section from the elbow was arranged in the fashion of a 
reticular network, particularly about the blood vessels. Few, if any, plasma cells 
were seen. Some pigmented histiocytes were encountered. Again, special stains 
for collagen and elastic fibers revealed a decided decrease of the latter in the 
upper part of the corium, and in this region the collagen is poorly stained and 
appears swollen and hyaline in some areas. 

The histologic picture was similar to that which has been described in poikilo- 
derma atrophicans vasculare (Jacobi). 

The myositis which is often observed in cases of this disease was lacking in 
the muscle tissue examined in this case. 

Determinations of blood nonprotein nitrogen, creatinine, cholesterol and uric 
acid and the protein balance and sugar tolerance tests were within normal limits. 
\ hemogram showed lymphocytosis and monocytosis, a reduced neutrophil count, 
a moderate anemia and an increased sedimentation rate, findings compatible with 


those of neurosyphilis. 
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Roentgen examination of the chest and the skull did not show any pathologic 
hanges 
Antisyphilitic treatment was started with weekly injections of bismuth sub- 


alicylate in oil (2 cc. [0.2 Gm. of the drug]) followed by weekly injections 


t oxophenarsine hydrochloride (0.06 Gm.). During this time, eight weeks, a 
lecided fading of pigmented areas was observed. Ten sessions in the fever cabinet, 
combined with injections of bismuth subsalicylate and oxophenarsine hydrochloride 
were subsequently given (fifty hours over 105 F.). During this period all cutaneous 
lesions gradually disappeared, and at the conclusion of the fever therapy the skin 


‘op.’ 


Fig. 3—Section of skin and subcutaneous tissue from elbow, showing epithelial 
atrophy, round cell infiltration and many thin walled dilated blood vessels. 


appeared to be normal. The only residual lesions found were slight telangiectasia 
on the right elbow. There was no pigmentation or atrophy, and especially note- 
worthy was the reversal of the circulatory changes of the right hand, which prior 
to treatment was edematous, blue and cold. 

This effect of antisyphilitic therapy and hyperpyrexia was unexpected and 
puzzling. Histologic examination corroborated the clinical observations. 

A section of skin and subcutaneous tissue taken from the elbow several 
months after therapy was instituted showed that the epidermis was thrown into 
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rregular undulations. All layers were well defined but somewhat atrophic Phe 
rete cones were generally absent, giving a flattened basal laver. The corium 
beneath showed no edema or exudate but contained long streaks of cells whi 
were found to be remains of collapsed vascular channels and spaces (fig. 4 
Compressed flattened perithelial elements surrounded them. No pigment was 
seen, and no sudoriferous or sebaceous glands were present. Stains for elastic 
tissue showed fibers in all but the closest subepidermal area. 

Sections of skin and subcutaneous tissue from the back showed much_ the 
same picture, except that the streaks of endothelial cells lining collapsed vasculai 


Fig. 4.—Section of skin and subcutaneous tissue taken from elbow after 
institution of antisyphilitic therapy and completion of fever treatments, showing 
disappearance of round cell infiltration and collapse of vascular channels. 


channels were lacking. Small open capillaries were present as well as some 
atrophic-appearing hair follicles and sudoriferous glands. No pigment was 
seen. 

Comparison with sections removed before institution of antisyphilitic therapy 
shows the following striking differences: (1) loss of all edema, (2) collapse 
of vascular channels, (3) return of sharp definition between epidermis and corium, 
(4) disappearance of pigment and (5) increase in elastic tissue. 
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COMMENT 


Poikiloderma atrophicans vasculare is thought to be a therapy resis- 
tant disease. Oppenheim * stated that restitutio ad integrum has not 
been reported; later in 1931, favorable results were observed by Fuhs 
and Konrad * with grenz ray therapy, and the following vear Geiger and 
Konrad ** reported a case in which this form of treatment resulted in the 
return of atrophic areas to normal and confirmed this point by histologic 
examination. 

In our case, the following explanations for the unexpected and com- 
plete cure of this long-standing and widespread disease may be con- 
sidered : 

1. Clinical cure in a characteristic case of Jacobi’s disease was brought 
about by the nonspecific effect of arsenical drugs and hyperpyrexia. 
Arsenic in the form of solution of potassium arsenite U. S. P. has been 
known to exert some beneficial effect on this eruption, but we could not 
find in the literature a report of cure in a case of advanced disease. 
Hyperpyrexia, to our knowledge, has never been used in treating this 
disease. 

2. The cutaneous changes observed in this case represent a hitherto 
undescribed disorder of the trophic-vascular type, caused by a meningo- 
vascular neurosyphilis and cured by the specific action of the antisyphi- 
litic therapy on the central lesion. 

There may be found in the literature some evidence supporting the 
possibility that a lesion of the central nervous system is a causative factor. 
Pardo-Castello '§ described a case of Jacobi’s disease in a man with neuro- 
syphilis, but the result of treatment was not given. Masslow * reported a 
case in which trophic cutaneous changes and telangiectasia occurred after 
trauma to the thalamic region. 

Involvement of the pituitary gland has occasionally been observed in 
these cases, and several instances are cited in Taussig’s paper * and 
reported by Montgomery and O’Leary.*” Anatomic changes could not 
be demonstrated in our case by roentgenologic examination of the skull, 
but the long-standing neurosyphilis may well account for a paren- 


chymatous lesion. 


16. Fuhs, H., and Konrad, J.: Grenzstrahl-Hauttherapie, Berlin, Urban & 


Schwarzenberg, 1931. 

17. Geiger, R., and Konrad, J.: Ist die Poikilodermie atrophicans vasculare 
ein selbstaendiges Krankheitsbild, Dermat. Wehnschr. 94:34, 1932. 

18. Pardo-Castello and Lopez, C.: Poikiloderma Vascular Atrophicans, Bol. 
Soc. de dermat. y sif. 2:207, 1941. 

19. Masslow, P.: Ueber einen Fall von Erythromelie Pick nach Verletzung des 
Thalamus opticus, Arch. f. Dermat. u Syph. 170:303, 1934. 

20. Montgomery, H., and O’Leary, P. A.: Poikiloderma Atrophicans Vascu- 
lare Arch. Dermat. & Syph. 25:942 (May) 1932. 
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SUMMARY 

A case of clinically typical poikiloderma atrophicans vasculare in a 
patient with meningovascular neurosyphilis has been described. 

The histologic changes were characteristic of this disease, the main 
features being epithelial atrophy, edema, pigmentation, abundance of 
thin-walled blood channels and a peculiar dense reticular perivascular 
mononuclear infiltration, 

Arsenical therapy with hyperpyrexia was followed by almost com- 
plete disappearance of all cutaneous lesions, including telangiectasia and 
atrophy. 

The disappearance of the cutaneous lesions may be explained by 
the nonspecific effect of the arsenical drug combined with hyperpyrexia 
or by the fact that the patient had a hitherto undescribed trophic vas- 
cular disease of central origin, clinically and morphologically indis- 
tinguishable from the disease described by Jacobi, which responded to 
antisyphilitic therapy. 


T. R. Waugh, M.D., and Mr. Brian Thomlinson, department of pathology, 


cooperated in this study. 
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EXPERIMENTAL STUDY ON THE ABSORPTION OF 
AMYLOID IN LOCALIZED AMYLOIDOSIS 
BY SKIN GRAFTING 


F. SAGHER, M.D. 
JERUSALEM, PALESTINE 


UMEROUS experiments have been made on animals in order to 

clarify the question of the origin and absorption of amyloid. The 
results of these experiments seem to indicate that experimentally pro- 
duced deposits of amyloid can be made to disappear. 

A few observations have been made on human beings, but only in 
the case of generalized amyloidosis has evidence been encountered for 
the definite disappearance of amyloid from certain sites. 

Waldenstrom,’ in several biopsies of spleens and livers of 10 patients 
with generalized amyloidosis noted in all of them the gradual, occa- 
sionally complete disappearance of deposits of amyloid. In another 
article, he added the results of histologic studies, revealing the disap- 
pearance of amyloid which had been present before. Metraux,? in an 
autopsy of a patient in whom amyloidosis had been temporarily cured 
clinically, recorded changes in the liver and spleen indicative of the 
absorption of amyloid. There were patches of granulation tissue with 
finely distributed amyloid and further phagocytosis in Kupffer’s stellate 
cells. 

Another method to determine the partial or complete disappearance 
of amyloid is Bennholt’s intravenous congo red test. Harmon and 
Kernwein * showed in 2 cases and Habein* Rosenblatt ° and Reimann ° 
From the Dermatologic Department of the Rothschild-Hadassah University 
Hospital, Head, Dr. A. Dostrovsky. 

1. Waldenstrom, H.: Ueber das Entstehen und Verschwinden des Amyloids 
beim Menschen, Klin. Wehnschr. 6:2235-2237 (Nov. 19) 1927; Formation and 
Disappearance of Amyloid in Man, Acta chir. Scandinav. 63:479-530, 1928. 


2. Métraux, P.: Ueber Ruckbildungsvorgange bei menschlicher Amyloidose, 
Frankfurt. Ztschr. f. Path. 37:279-292, 1929; cited by Koenigstein.§ 

3. Harmon, P. H., and Kernwein, G.: Utility of Congo Red Test in Diagnosis 
and in Differential Diagnosis, Arch. Int. Med. 70:421-433 (Sept.) 1942. 

4. Habein, H. C.: Amyloidosis: Report of Case in Which Patient Recovered, 
Proc. Staff Meet., Mayo Clin. 9:261-262 (May 2) 1934. 

5. Rosenblatt, M. B.: Recovery from Generalized Amyloidosis Secondary to 
Pulmonary Tuberculosis, Arch. Int. Med. 57:562-565 (March) 1936. 

6. Reimann, H. A.: Recovery from Amyloidosis, J. A. M. A. 104:1070-1071 
(March 30) 1935. 
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in 1 case respectively this reversal of the color test. Harmon and Kern- 
wein report a total of 11 cases in which actual cures were effected, 
including the 5 cases aforementioned, another + of Waldenstrom and 2 
of Pearlman.? Koenigstein,> discussing the absorption of amyloid, 
pointed out that the experimental as well as the clinical experience so 
far available is not conclusive. Although evidence was found that reab- 
sorption may start and minor deposits may disappear, regular dissolution 
of extensive accumulations has not been proved. 

In the literature dealing with the question of the absorption of 
amyloid from the skin, Freudenthal“ has reported on the histologic 
changes in lichen amyloidosus and senile amyloidosis. He found 
amyloid deposited intraepidermally and in the horny laver and in addi- 
tion a row of amyloid deposits extending vertically from the basal layer 
through the epidermis to the horny layer; he suggested this as evidence 
that small fragments of amyloid which have by some means penetrated 
into the basal layer are lifted together with the other cells and are 
eliminated through the horny layer. 

The following is a brief description of an experimental study of the 
behavior of amyloid in pedunculated and free skin grafts. 

The procedure was to transplant a skin flap which showed a 
positive staining reaction to an intracutaneous injection of congo red 
to an area with a negative reaction and vice versa. The experiment was 
made on a patient who voluntarily placed himself at my disposal for 
this purpose. 

REPORT OF A CASE 

The patient was a man of 66 examination of whom revealed no indication of 
any general disease but who was suffering from amyloidosis of the legs which he 
had had for thirty years. (As to the details see case 1 in the report by Dostrovsky 
and Sagher.1°) For three years he had been under clinical observation. He was 
admitted to the hospital on March 17, 1941. On the anterior and lateral sur- 
faces of the legs, extending from the region of the knees down to the ankles, 
there were nodules of a reddish yellow to grayish brown color. On the posterior 
surfaces only the distal thirds were involved, while the region of the triceps surae 
(calf) muscle was normal. The reaction to an intracutaneous injection of congo 


red was positive in the distal portions of the legs (fig. 1.4), while in the proximal 

7. Pearlman, A. W.: Regression of Amyloidosis, Quart. Bull. Sea View Hosp. 
6:92-97 (Oct.) 1940. 

8. Koenigstein, H., in Jadassohn, J.: Handbuch der Haut- und Geschlects- 
krankheiten, Berlin, Julius Springer, 1932, vol. 4, p. 3. 

9. Freudenthal, W.: Amyloidbefunde in der Haut, Zentralbl. f. Haut-  u. 
Geschlechtskr. 20:26, 1926; Verruca senilis und Keratoma senile, Arch. f. Dermat. 
u. Syph. 152:505-528, 1926; Rumpfthautepitheliom (nebst Bemerkungen tber die 
Verruca senilis und das Keratoma senile), ibid. 158:538-544, 1929; Amyloid in der 
Haut, ibid. 162:40-94, 1930. 

10. Dostrovsky, A., and Sagher, F.: Localized Amyloidosis of Skin: Report 
of Cases: Intracutaneous Congo Red Test as Diagnostic Aid, Arch. Dermat. 
& Syph. 44:891-906 (Nov.) 1941. 
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portions it was definitely negative. The areas involved were thoroughly tested 
in order to establish their precise borders (fig. 1 B). 

On March 26, 1941, the following operation was performed by Professor Mandl 
On the posterior surface of the right leg the skin, including the entire cutis and 
subcutis, was shifted in Z fashion, the diagonal incision being approximately 
15 cm. long and the two horizontal ones approximately 6 cm. each. The operation 
was carried out with the area under local procaine hydrochloride anesthesia 
Figure 1B contains a schematic representation of the manner in which the skin 
flaps were shifted. At the same time a small piece of skin was transplanted as a 
free graft to a remote site (loin region) but did not take. During the operation, 
tissue was taken for histologic examination from both skin flaps. 


Fig. 1—d, posterior surtace of the right leg showing, in its distal portion, 
a positive reaction to congo red; 8, delimitation of the amyloid-containing areas 
by the congo red test. Note the four points at which the dyestuff was injected, 
which, however, was retained by the nodules in the distal portion only. The 
sketch shows the manner in which the skin flaps were shifted. 


Histologic Examination (Institute of Pathology, Head, Protessor Franco).— 
(A) Specimen of Skin Yielding a Positive Intracutaneous Congo Red Reaction: 
There was distinct atrophy of the epidermis, and the rete Malpighii was thinned 
out, with an absence of cones at several places, those present showing irregular 
hypertrophy. Universal hyperkeratosis was noticed. 

Underneath the epithelial layer there were numerous areas containing dis- 
orderly distributed accumulations of a substance staining yellow-orange with Van 
Gieson’s stain and pale pink with Bismarck brown (amyloid), side by side with 
cells which showed the results of pressure, among them numerous chromatophores. 
The blood vessels were dilated and congested, some of them surrounded by a slight 
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ands appeared normal. No hairs or 


degree ot cell infiltration. The sweat g 
sebaceous glands were present. 

(B) Specimen of Skin Yielding a Negative Intracutaneous Congo Red Reaction: 
[he changes were the same as those previously indicated, 1. e., the specimen also 
contains amyloid-positive islets. There were, however, a few hairs and sebaceous 
glands. The absence of elastic fibers was noted at two places where amyloid was 
present. 

(Amyloid was, therefore, present not only in the regions with positive reactions 

mgo red but in those with negative ones too 

Development.—Healing was slightly delayed by the tension to which the flaps 


were exposed. As a rule, grafts are made one third larger than the area they 


Fig. 2—The upper flap is now below and vice versa. Note considerable 
scarring at tips of flaps. At the points marked J and 2, amyloid nodules are 


still recognizable three and a half years after transplanation. At the points marked 
and 4 no new formation of amyloid has taken place. Note the multitude ot 


> 


odules with positive reaction to congo red distally to 2 outside the site of operation 


are intended to cover so that no tension may be exerted on the sutures, but in my 
case this was technically impossible. Owing to this tension, rather extensive 
scarring occurred at the tips of both flaps. In the photographs this makes it 
dithcult to recognize the positive results (fig. 2). 

The patient was discharged on May 23, 1941 and remained under constant 
supervision. Every two to three months, tests were made (at the places marked 
1, 2. 3 and 4), the last one being made on Aug. 1, 1944. 

The question I intended to clarify was whether in the course of time the 
flap of skin originally with a negative reaction to congo red would adapt itself 
to its new positive environment. 
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In order to insure the greatest possible degree of accuracy, the tests were 
made in precisely the same four areas every time. In the figure J indicates the 
medial part of the distal flap which was decidedly positive (fig. 14). It had been 
shifted proximally into a negative area. The reaction to congo red remained 
positive. The lateral portion of the distal flap, the reaction of which also remained 
positive to the congo red, is indicated by 2; the lateral portion of the proximal 
flap, originally negative and remaining negative, is indicated by 3, and # indicates 
the medial portion of the proximal flap, originally negative and also remaining 


negative. 
These were the results obtained invariably throughout the entire period of 


observation, extending over three and a half years. It should further be pointed 
out that neither distally nor proximally to the site of operation did penetration 


or absorption of amyloid occur. 
In the scars, the congo red reaction disappeared, a phenomenon already referred 


to in an earlier publication (case 4).1° 
COMMENT 

In a case of localized amyloidosis (lichen amyloidosus) skin graits 
were made in order to study, by the help of the intracutaneous reaction 
to congo red, the behavior of deposits of amyloid in a new environment. 
In the course of three and a half years, the areas with positive reactions 
to congo red, although now surrounded on all sides by tissue with a 
definitely negative reaction remained positive and the originally negative 
areas remained negative, although their entire neighborhood was sown 
with small nodules with positive reactions to congo red. Changes were 
noted only in places where the skin flaps became subject to necrosis and 
subsequent scarring owing to the considerable tension exerted on them 
after operation; in these scars the reaction became negative. 

The fact that histologically in the areas with negative reactions to 
congo red as well as in the areas with positive reactions a positive 
amyloid reaction with Bismarck brown-gentian violet could be elicited 
seems somewhat disturbing. We had already encountered similar con- 
ditions on an earlier occasion but have been unable to find any reference 
to such a discrepancy in the literature. In case 2 of an earlier publica- 
tron ’® the patient had on her back and extremities dark, grayish brown 
spots vielding a negative reaction to congo red while histologically 
amyloid could be identified in them. The reverse occurred in case 3, 
in which within a poikilodermal area on the leg a positive reaction to 
congo red could be elicited while histologically no amyloid could be 
demonstrated. 

Discrepancies of the microchemical, histologic reactions have also 
been referred to by Gans ** who noted that amyloid may occasionally 


show only metachromasia while another type yields a positive reaction 


11. Gans, O.: Histologie der Hautkrankheiten, Berlin, Julius Springer, 1925, 


vol. 1. 
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to the 10dine-sulfuric acid test only. Schmidt‘? expressed the opinion 
that it is the age of the deposit that should be interpreted in such a 
way that fresh amyloid might vield the former and older deposits the 
latter reaction. 

The intravenous congo red test is quantitative, but small quantities 
cannot be detected by this method. ‘The intracutaneous method is both 
qualitative and quantitative, facilitating the detection of insignificant 
deposits of amyloid in the skin, which in the intravenous method would 
not have influenced the absorption time from the blood. 

If, therefore, skin tests elicit negative reactions although amyloid is 
demonstrated histologically, the reason must be looked for in certain 
chemical or morphologic properties of the type of amyloid present. It 
might be imagined that the particles of amyloid in these areas are so 
small that their positive reaction is not recognizable either by the naked 
eve or through the magnifying glass or that its chemical structure is 
of such a nature as to yield a positive reaction in the microscopic 
section only. 

The first assumption can be disproved by the fact that even the 
deposits consisting of minute particles of amyloid would be expected 
to produce a certain degree of discoloration on the introduction of congo 
red, which should, moreover, remain there tor some time, as is usually 
the case with the positive reaction to congo red. But this is not so 
The color disappears rapidly (within forty-eight hours) in the same 
way as in other cases with negative reactions, while in regular amyloid 
nodules it continues to be present for a fortnight or even longer. 

Amyloid belongs to a group of protein bodies the chemical structure 
ot which is not yet understood. Similarly, because it is still undecided 
whether strictly local amyloidosis and the generalized variety are on 
and the same process, the constitution of amyloid in the various organs 
is still the object of discussion. 

Possibly one is witnessing the different phases of protein meta 
morphosis (Gans), a theory deduced from the discrepancies in_ the 
chemical behavior of microscopic amyloid. This theory receives support 
from differences IT have outlined between vital and microscopic stains. 

From my experiment it therefore appears that amyloid-containing 
skin vielding a positive reaction to an intracutaneous injection of congo 
red does not lose this reaction after having been transplanted to another 
site and vice versa. The experiment also throws some light on the 
pathogenesis of amyloidosis. The typical site of localized amyloidosis 
is on certain areas of the legs, the skin here apparently possessing 
qualities likely to favor amyloidosis. It could be shown that a skin 
Hap containing this type of amyloid and transplanted to another area 


12. Schmidt, cited by Gans." 
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of the skin retained its amyloid. This fact suggests that local conditions 
are the decisive factor in the production of localized amyloidosis, since 
in the generalized variety absorption seems to be proved. 


SUMMARY 


In a patient with localized amyloidosis of the skin, the absorption of 
amyloid or its possible appearance in other sites was studied by the 
surgical transplantation of pedunculated skin flaps. 

Flaps which had originally shown a positive reaction to congo red 
were shifted to an area with a negative reaction and vice versa. In the 
course of three and a half vears, the reaction remained unchanged even 
in the transplanted skin flaps. No new formation or absorption of 
amyloid was noted. The essential factor in the pathogenesis of the 
disease is apparently a local one in a particular site. 

A free transplantation of pieces of skin was unsuccesstul. 

Attention is drawn to discrepancies appearing in the vital stains with 
congo red and the histologic stains with Bismarck brown-—gentian violet, 
the reason for which seems to lie in the chemical structure of the par- 


ticular amyloid present. 


Protessor Mandl, Head of Surgical Department B, and Professor Franco, 
Director of the Institute of Pathology, cooperated in the experiment. 
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UNUSUAL PIGMENTATION DEVELOPING AFTER PROLONGED 
SUPPRESSIVE THERAPY WITH QUINACRINE 
HYDROCHLORIDE 


LIEUTENANT COLONEL CHARLES H. LUTTERLOH 
AND 


LIEUTENANT COLONEL PAUL L. SHALLENBERGER 
MEDICAL CORPS, ARMY OF THE UNITED STATES 


ANY physician who has had experience with the administration of 
Asics hydrochloride (atabrine) for malaria is familiar with the 
lemon yellow pigmentation of the skin which at times accompanies the 
use oi this drug. It is also known that this pigmentation is due to the 
staining of the tissues by quinacrine, a dye, and disappears within a 
reasonable time after the drug is discontinued. ‘This well known obser- 
vation furnished the clue to the unusual pigmentation which was noted 
at uncommon sites in a group of patients. 

Our interest in the present problem was brought about when one 
of us (C. H. L.) in March 1945 had the opportunity of observing a 
patient who presented a peculiar discoloration of the nails of the hands 
and feet. This patient stimulated our interest and caused us to be 
on the alert for a similar discoloration in other patients. From March 
through July 1945, we had the opportunity of making similar observa- 
tions on 7 other patients. All of them had seen long service in the 
Southwest Pacific areas and had taken quinacrine hydrochloride con 
sistently as a suppressive measure for a number of months. Six of 
the & patients came from the same division and the other 2 from a 
neighboring division, whose environmental conditions were the same 
and quinacrine suppressive medication similar. Three of these cases 
will be reported in detail. 

REPORT OF CASES 


Case 1—A captain in the Field Artillery, aged 32, with four years and five 
months of service, thirty-three months of which were spent in the Southwest 
Pacific Area, was admitted to the hospital on March 3, 1945 because of a 
dental problem, inanition, weakness and loss of weight. On physical examination, 
we were particularly impressed with the blue-gray, slate-colored pigmentation of 


the nails of the fingers and toes. The pigmentation seemed to be located not in 


From the Medical Service (Lieutenant Colonel Lutterloh) of the Regional 
Station Hospital, Fort Sheridan, Ill., and the Medical Service (Lieutenant Colonel 
Shallenberger) of the Gardiner General Hospital, Chicago. 

Dr. Charles H. Lutterloh’s present address is 805 Medical Arts Building, Hot 
Springs, Ark. 
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the nail plate but in the nail bed. It occurred in one of two ways: either as 


a diffuse pigmentation involving the entire nail bed, this being the more frequent, 


or as a transverse band near the middle of the nail (figs. 1 and 2). The officer 
also showed a rather pronounced lemon yellow pigmentation of the skin, of 
similar hue to that seen in patients receiving quinacrine therapy. 

This officer had taken quinine sulfate, 10 grains (0.65 Gm.) daily, as a sup- 
pressive antimalarial measure for one month about July 1943. Then no suppressive 
therapy was carried out until September, at which time quinacrine hydrochloride 
tablets, 0.1 Gm. each, were administered in a dosage of 10 to 14 tablets per week 
and continued in this dosage until March 1945, or until time of admission to the 
hospital. The patient first noted the discoloration of the nails in September 1944, 
one year after the start of the suppressive therapy, and his first impression was 
that he had mashed his fingers. After five weeks’ hospitalization there was no 
clearing of the pigmentation of the nails; however, there was a rather decided 
clearing of the skin. With the correction of the dental problem, rest and measures 
for his general health he was much improved and shortly thereafter was 
returned to duty. 

This officer during his overseas service had two attacks of chills and fever. 
Smears of blood revealed no plasmodia during both illnesses, and one of the two 
attacks was thought to be dengue. 

Tests made gave the following results: The Rumpel-Leede phenomenon was 
negative. The fragility ot the red blood cells and the platelet count were normal 
The Wassermann and Kahn reactions were negative and repeated smears revealed 
no evidence of malaria. The results of cephalin flocculation and hippuric acid 
tests, total proteins, albumin-globulin ratio, icterus index, prothrombin time, 
cholesterol and cholesterol esters were found to be within a normal range. 
Urinalyses and studies of urea nitrogen and urea clearance revealed no abnor- 
malities. A voided specimen of urine was kept for twenty-four hours, and there 
was no change of color noted from brown to black, which would indicate the 
presence of homogentisic acid.t Ochronosis accompanying alkaptonuria was further 
ruled out by the Fishberg test.2 Studies of the urine for melanin pigments 
were not made; possibly they would have given constructive information. Determi- 
nations of vitamin C in the plasma were within a normal range. A biopsy was 
considered, but permission for it could not be obtained. 

This patient was again seen in July 1945, about four months after his admission 
to the hospital, during which period he had taken no quinacrine hydrochloride. 
We were greatly encouraged because at this time the abnormal pigmentation had 
cleared considerably, the transverse bands being not so prominent and the diffuse 
pigmentation giving the nail a much lighter color. The transverse bands, however, 
occupied the same relative position, thus confirming our original impression that 
the pigment was not in the nail itself. Clinically, the improvement was definite, 
and even in the Kodachromes (figs. 3 and 4) the change is rather striking. 


Case 2.—A corporal in the Field Artillery, same division as the first patient, 
aged 29, with four years and nine months of service, thirty-seven months in the 
Southwest Pacific Area, was referred to us as an outpatient from the Separation 


1. (a2) Smith, J. W.: Ochronosis of Sclera and Cornea Complicating Alkap- 
tonuria: Review of the Literature and Report of Four Cases, J. A. M. A. 120: 
1282-1288 (Dec. 19) 1942. (b) Jeghers, H.: Pigmentation of the Skin, New 
England J. Med. 231:88-100, 122-136 and 181-189, 1944. 

2. Fishberg, E. H.: The Instantaneous Diagnosis of Alkaptonuria on a Single 
Drop of Urine, J. A. M. A. 119:882 (July 11) 1942. 
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Figs. 1 and 2 (case 1).—Original observation. 
Figs. 3 and 4 (case 1).—Observation three months later. Ne quinacrine hydrochloride for 


ur months. 
Figs. 5 and 6 (case 2).—Original observation. 


Fig. 7 (case 3).—Original observation. 
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Center in June 1945, because of a light bluish pigmentation of the tip of the 
nose and inferior surfaces of the alae and a dark bluish gray discoloration of 
the hard palate (figs. 5 and 6). The conjunctivas, scleras and cartilaginous portions 
of the ears, where ochronosis is likely to appear, were not affected. The soldier 
also had mild pigmentation of the nails of both little fingers and both great toes. 
[he skin of the body generally showed to a mild degree the lemon yellow pig- 
mentation characteristic of quimacrine. 

This corporal had never taken quinine as a suppressive measure; however, 
he took quinacrine hydrochloride in a dosage of 10 to 14 tablets a week from 
the middle of October 1943 to the middle of May 1945, a period of nineteen months. 
He first noticed the pigmentation of the nose, just at the tip, about nine months 
prior to our seeing him, the spread to the inferior suriaces of the alae beginning 
about three months later. He did not know when the pigmentation of the palate 
occurred, but it was noted by a medical officer about five months prior to his 
visit to us. 

He stated that during the time spent overseas, he had symptoms of malaria 
but was never treated or hospitalized for an acute attack. 

No laboratory studies were carried out on this patient. 


Case 3.—A sergeant in the Field Artillery, same division as the other two 
patients, aged 31, with four years and six months of service, with thirty-three 
months in the Southwest Pacific Area, was admitted to the hospital on March 29, 
1945 for study, principally because of a vesicular eruption of both hands which had 
been present since December 1944. On physical examination, we noted a_ blue- 
gray, slate-colored discoloration of all the finger nails and toe nails. The loca- 
tion of the pigment seemed to be the same as in case 1, but the pigmentation itself 
was hardly as pronounced. The nails of the toes were more deeply pigmented 
than the nails of the fingers. The deposition of the pigment in the nail bed was 
of a diffuse character, and the transverse bands seen in case 1 were not present 
(fig. 7). The skin of this soldier also showed deep yellow pigmentation character- 
istic of quinacrine. 

This sergeant had never taken quinine as a suppressive measure. Quinacrine 
hydrochloride was taken for this purpose in a dosage of 10 to 14 tablets per week 
over a period of about sixteen months. He was not conscious of the discoloration 
ot the nails until his return to the United States in March 1945, when he 
noticed it while on furlough at his home in Milwaukee. During his entire time 
overseas he suffered no illness whatever, other than the dermatitis involving 
both hands. 

The same laboratory studies were performed in this case as in case 1, with 
results within a normal range. 

The patient’s course in the hospital was uneventtul. The dermatitis, we felt, 
was on a contact basis, and with rest and symptomatic treatment the condition 
improved within a reasonable time, and he was discharged from the hospital. 

We had an opportunity to see this patient again in July 1945, a little over 
three months after his original hospitalization. He reported to us that while 
at one of the reassignment centers he had his first malarial paroxysm and that 
smears of blood revealed Plasmodium vivax. For this attack, the patient was 
given quinacrine hydrochloride. At the time of this visit the dermatitis was 
causing little inconvenience. The pigmentation of the nails showed little change, 


other than possibly a slight fading. 

In cases 4 to 8 the patients were young soldiers with mild to moderate pig- 
mentation of some or all nails of the fingers and toes of the slate-colored variety 
observed in cases 1 and 3 and also the generalized lemon yellow pigmentation of 
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the skin characteristic of quinacrine. As previously stated, 3 of the patients 
belonged to the same division as the 3 previously reported. The other 2 were 


irom a neighboring division with about the same length of service overseas and 
with a similar routine of suppressive quinacrine medication. Four of these 6 
patients had had one or more attacks of P. vivax malaria. No detailed laboratory 
studies were done on any of this group. 


COMMENT 


We feel that the cases reported in this paper and the studies involved 
are of more than academic interest. The observations indicate that 
the pigment is located definitely not in the nail plate itself but in the bed of 
the nail. The exact nature of the pigment is certainly open to question, 
but its association with quinacrine therapy can hardly be doubted. 
It is significant that a decided fading of the pigmentation in case | 
(figs. 3 and 4) took place aiter the patient had been without the drug 
for about four months. This point was most encouraging, not only 
to the patient but to us, because after this observation we were able 
to talk intelligently to the patients as to what might be expected in 
their particular cases. All the patients were stable persons, but all 
were to some degree concerned about their problem, especially the 
corporal with the striking nasal pigmentation. We made no definite 
promises to this group, but we were able to tell them that as a result 
of our observations in case 1 we felt that within a period of six to 
nine months the pigmentation probably would disappear. Another 
point worthy of consideration is the fact that 5 of this group of 8 are 
now civilians and may shortly consult their civilian physicians. If their 
physician is familiar with this problem, he. in turn, can intelligently 
talk to his patient—one of the primary reasons for this report. 

In considering the cause of pigmentation in these cases, the first 
question which arises is why a blue-gray color to the pigmentation is 
noted, in striking contrast to the lemon yellow hue of the usual quina- 
crine effect. .( possible explanation was found in the excellent article 
of Jeghers on “Pigmentation of the Skin.”'” It appears that, owing 
to the optical scattering phenomenon exhibited by the skin, deposits of 
pigment which are located in the corium, especially those in the dermal 
chromatophores, will give a gray to blue color clinically, depending on 
the amount and depth of the pigment. Numerous examples of this 
phenomenon can be cited, such as the blue nevus, Mongolian spots, 
argyria and the blue color produced by the black ink of tattoo artists. 
The single common factor in all seems to be the site of the deposition of 


the pigment. 

In our cases the deposits of pigment below the thick nail plate 
were obviously located deep enough to cause the blue-gray color clini- 
cally. In case 2 we were unable to specify the location of the pigment. 
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but the similar color makes us believe that the pigment was deposited 
deep below the surface, probably in the cartilage. 

\ further clue is found in the original observation of Virchow 
in 1866 on ochronosis, a disease which he so named because of the yellow 
ochre) granules which‘he found microscopically in the cartilage at post- 
mortem examination. This observation gives us a precedent for our 
conclusion in that a yellow pigment deposited below the skin clinically 
can produce a bluish discoloration. 

\nother factor to be considered is why such local depositions took 
place. It is reported that constipation, anemia and exhaustion from 
infectious disease augment the intensity and duration of the common 
yellow pigmentation due to quinacrine.*| The importance of vitamins 
\ and C and of nicotinic acid in pigmentation of the skin is well estab 
lished.*” It is likely that the hardships of long service in the Southwest 
Pacitic Area with its inevitable periods of malnutrition, the effect of the 
tropical sunshine, heat and humidity, together with the necessary but 
prolonged quinacrine suppressive therapy played a definite part in these 
cases. Perhaps under the influence of all these factors, including the 
high prolonged tissue saturation with quinacrine, the dermal chromato- 
phores or tissue histiocytes, which have the property of phagocytosing 
pigments but not of producing them, were stimulated to seize on and 
tix the drug in these areas. 

The third etiologic problem is that of the location of the pigment 
Why the nail beds, the nose and the palate should be the only areas 
exhibiting these changes in our series of cases is a question to which 
we can offer no adequate answer. Trauma and the effects of sunlight *" 
ould possibly be implicated so far as the nail beds and the nose are 
concerned, but the pigmentation of the palate as shown in case 2 
cannot be explained on this basis. Again, the common yellow pigmen- 
tation is said to be more pronounced on the exposed body surfaces, 
but staining of the mucous membranes has not been emphasized in the 
literature.‘ 

We feel that it is probable that this uncommon pigmentation reported 
in this paper is not as unusual as might be expected, since we were 
able to collect 8 cases within a relatively short time. It is also likely 
that in a larger series of cases similar deposits of pigment might be 
noted in other areas. We do not claim any priority in the observation 
of this condition because, at least in case 2 and probably in many more, 
a medical officer had already observed the discoloration, 


3. Virchow, R.: Ein Fall von allgemeines Ochronose der Knorpel und 
knorpelahnlichen Teile, Virchows Arch. f. path. Anat. 37:212, 1866. 

4. (a) Schechter, A. J., and Taylor, H. M.: Atabrine Pigmentation, Am. J 
M. Sc. 192:645-650, 1936. (b) Soni, R. L.: Note on Yellow Discoloration in 
Atabrine Therapy, Indian M. Gaz. 70:211-212, 1935 
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The term “ochronosis” was intentionally avoided in the title because 
we felt it would only be confusing. As previously mentioned, the use 
of this term is usually limited to persons with alkaptonuria. In cases 
1 and 3 alkaptonuria was ruled out by laboratory procedures, but 
because of the rarity of the condition tests to rule it out were deemed 
unnecessary in the other 6. Carbolochronosis * was ruled out in all 
cases by the history, for in none was there any evidence of the external 
use of phenol. 

CONCLUSIONS 

Eight cases of unusual pigmentation at uncommon sites, presumably 
due to quinacrine hydrochloride (atabrine), have been presented in order 
to familiarize not only army medical officers but civilian physicians as 
well with the existence of such a condition. We have discussed various 
eitologic factors which may have been implicated in the development 
of this pigmentation. It is our impression that the pigmentation has no 
permanent untoward effect and that after withdrawal of the drug it 
should disappear within a period of six to nine months. The problem 
has been presented in no way to cast disfavor on quinacrine, because 
those of us who have been confronted with malaria in the army know 
that the drug has served us well. 

Captain Jean Pilot, Medical Corps, Army of the United States, Chief of 
the Laboratory Service, Regional Station Hospital, Fort Sheridan, IIl., took the 
original Kodachromes. T/5 William McHugh Jr., Photographer, Gardiner General 


Hospital, assisted in copying. 


5. Fishberg, E. H.: Ueber die Carbolochronose, Virchows Arch. f. path. 
Anat. 251:376-418, 1924. 
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IMMUNIZATION THERAPY FOR LICHEN PLANUS 


HANS BIBERSTEIN, M.D. 
AND 


JACOB WACHTEL, M.D. 
NEW YORK 


HE cause of lichen planus is still unknown, but various theories 

regarding it have been advanced. They include the nervous, the 
infectious, including the focal infectious, the toxemic and the constitu- 
tional diathetic theory. Lichen planus has also been called a syndrome ; 
this, of course, concedes a possible causal importance to all the factors 
mentioned and allows the inclusion of the lichen-planus-like toxico- 
dermas. All these theories have been comprehensively discussed by F. 
Juliusberg.' 

The experiments reported in this paper are based on the infectious 
theory, which is supported by certain clinical and experimental experi- 
ences, by certain therapeutic reactions and by observations which 
suggest contagiousness. The necessity of keeping this paper as short 
as possible prevents us from entering into a more detailed discussion 
of these and related factors with reference to the literature concerned. 

Extending full consideration to the other hypotheses mentioned, 
one of us (Biberstein) believes that the theory of infection as the 
cause of lichen planus, advanced by Hallopeau* and Jadassohn,* is 
the most probable one and that a virus may be the cause, as suggested 
by Darier,* Lipschutz,® Klaar and Rosner and WKogoj.’ 


From the Skin and Cancer Unit, New York Post-Graduate Medical School 
and Hospital, Columbia University. 

l Juliusberg, F.: Lichen ruber und Pityriasis rubra pilaris, in Jadassohn, J.: 
Handbuch der Haut- und Geschlechtskrankheiten, Berlin, Julius Springer, 1931, 
vol. 7, pt. 2, 1 

2. Hallopeau, H., cited by Jadassohn.® 

3. Jadassohn, J.: Beitrage zur Kenntnis des Lichen, nebst einigen Bemerkungen 
zur Arsentherapie, in Festschrift gewidmet Moriz Kaposi zum ftinfundzwanzig- 
jahrigen Professorenjubilaum, Vienna, 1900, p. 877. 

4. Darier, J., cited by Juliusberg.? 

5. Lipschiitz, B., cited by Juliusberg.' 

6. Klaar, J., and Rosner, R.: Zur Frage der Lichen-ruber artigen Salvarsan- 
exantheme und Psoriasis vulgaris nach Salvarsandermatitis, Dermat. Ztschr. 42: 
127, 1924. 


7. Kogoj, F.: L’etiologie du lichen plan, Zentralbl. f. Haut- u. Geschlechtskr. 
25:417, 1928. 
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Based on experience with immunizing therapy for verruca vulgaris, 
verruca plana and condyloma acuminatum in man and papillomatosis 
in cows and horses,’ Biberstein also tried an immunization therapy 
for lichen planus. The first positive results of treatment in Y of 13 
cases in which this treatment was used (to which 2 with successful 
treatment were later added) have been mentioned in a previous paper.*” 


PREPARATION AND ADMINISTRATION OF LICHEN PLANUS ANTIGEN 

The antigen for the treatment of lichen planus was prepared as 
follows from lichen planus tissue in which the virus was assumed to 
be present: 


Papular or hypertrophic lesions, cleansed with alcohol and ether, were anesthe- 
tized with procaine hydrochloride and epinephrine hydrochloride by subcutaneous 
injection and removed with a sharp spoon or a curet. The borders between the 
lichen planus infiltration and the normal tissue of the cutis were easily felt, 
so that any deeper injury to the cutis was avoided. The erosions healed within 
ten to fourteen days with use of a mild salve (e.g., boric acid ointment or bismuth 
subgallate-zinc oxide paste). 

The scrapings were cut into small pieces with scissors and ground in a mortar 
with isotonic solution of sodium chloride until a pulp resulted. Approximately 
3 parts of the solution was added to 1 part of solid particles. This slush was 
kept at room temperature for twenty-four hours and then placed into a water 
bath at a temperature of 56 to 60) C. for sterilization for two hours. After bacteri- 
ologic sterility tests in liquid and on solid mediums did not show any growth, the 
suspension was filtered through sterile gauze in order to remove particles which 
would not pass through a needle. Phenol was added as a preservative (0.5 per 
cent). 

As explained in a previous paper,'® this procedure seems sufficient to kill the 
hypothetic virus, and from the use of an antigen as described we have yet to 
observe any effect which could be ascribed to the inoculation of a still virulent 
germ or virus. 

The antigen thus prepared was administered intracutaneously twice weekly; 
two injections, 0.1 cc. each, were given at each treatment. This dosage was 
based on experience published in a previous paper (Biberstein and Oschinsky !'). 


PATIENTS TREATED IN THIS SERIES 


We have treated 40 patients: 25 boys and men, 17 to 74 years old, and 15 
women, 29 to 70 years old. The duration of the disease in these patients, as far 


8. Biberstein, H.: (a) Versuche ueber Immuntherapie der Warzen und 
Kondylome, Klin. Wehnschr. 4:638, 1925; (b) Die Immuntherapie der Warzen 
und Kondylome, ibid. 11:1021, 1932; (c) Immuntherapie der Warzen und Kon- 
dylome bei Mensch und Tier, Tr. Internat. Dermat. Cong. (1930), 1931, p. 711. 

9. Biberstein, H., and Suessenbach, E.: Therapie der Hautpapillomatose des 
Rindes, Tieraerztl. Rundschau 38:60, 1931. 

10. Biberstein, H.: Immunization Therapy of Warts, Arch. Dermat. & Syph. 
50:12 (July) 1944. 

1]. Biberstein, H., and Oschinsky, F.: Versuche ueber die Empfindlichkeit 
der menschlichen Haut gegen Tiersera, Arch. f. Dermat. u. Syph. 142:353, 1923. 


| 
| 
| 
- 


| 


BIBERSTEIN-WACHTEL—LICHEN PLANUS 


as could be ascertained, was from three months to eighteen years, with the 
exception of 1 patient, a woman 70 years old, whose eruption had begun three 
months previously, who told us that forty years before she had had the same 
disease, which was successfully treated with arsenic 


CLINICAL VARIETIES TREATED 

Twenty-eight patients showed the typical picture of lichen planus, many ot 
them with eruptions spreading widely over the body and extremities, others with 
manifestations on more limited areas or with a discrete distribution on the trunk 
and extremities. Each of 3 patients had exanthem with so many follicular lesions, 
many of them in corymbiform arrangement, that the eruption was called lichen 
planus et follicularis. Seven patients showed a definite tendency for many or 
all of their lesions to become hyperkeratotic ; so that their eruptions were designated 
as lichen planus hypertrophicus. One patient had many bullous lesions in an 
exanthem which otherwise was lichen planus. One patient showed patchlike 
lesions of lichen planus limited to the buccal mucosa (see Fox,!* in his discussion 
of a demonstration by Scheer) as remnants of a former widely disseminated lichen 
planus of eleven vears’ duration. 

RESULTS 

Of the 40 patients treated, 7 were lost from observation, for the 
most part after insufficient or irregular treatment. Two of them (after 
nine and thirteen injections) had exhibited signs of improvement 
(diminished pruritus or flattening of the lesions); 4 others, some of 
them at irregular intervals, had received one, five, seven and eight 
treatments, and 1 additional patient had been treated fourteen times 
within sixtv-three davs and, after an interval of four months, eleven 
times within ninety-one days. 

Of the remaining 33 patients, 3 did not respond to treatment. The 
first, a man aged 53, had had lichen planus for eighteen vears. During 
this time, he had been treated without benefit with roentgen rays, 
enesol, a bismuth preparation, arsenic and a salve containing radium 
emanation. He did not respond to forty-seven injections of our stock 
antigen or to injections of an autoantigen. Another male patient with 
lichen planus of three months’ duration had not responded to ten 
injections of a bismuth preparation and did not react to sixteen 
injections of our stock antigen or to ten of an autoantigen. Subsequently 
he took drops of arsenic for one month, and five months later the 
eruption on the thighs, legs and feet began to recede. Six months 
after this the remaining areas of the trunk were treated with roentgen 
rays, resulting in the disappearance, without pigmentation, of all the 
lesions, except for one patch on the back. This resistant area, larger 
than the size of one’s palm, and its elements, which have not yet 
heen examined histologically, show a peculiar pinkish color and resemble 
closely a xanthoma. The third failure occurred in a man 47 years old 


12. Fox, H., in discussion on Scheer, M.: Lichen Planus of the Mouth, Arch. 
Dermat. & Syph. 19:693 (April) 1929. 
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who during the past six years had been treated repeatedly for 
recurring lichen planus with mercury salicylarsenate, mercury bichloride 
and a bismuth preparation. He received fourteen injections of an 
antigen within fifty-eight days without showing any sign of a reaction. 

The treatment of the remaining 30 patients gave the following 
results: 

Group I.—Sixteen patients (9 men and 7 women) were clinically 
cured. No lesion remained.** Thirteen of them had had lichen planus 
for less than one year and 3 for one year or more (1 of these for 
more than two years and 1 for more than ten years). 

Group II.—Eight patients (4 men and 4 women) had widely 
disseminated eruptions and numerous lesions which cleared up, except 
for one or a few isolated groups of lesions, so that most of these patients 
considered themselves cured.** The duration of the disease in this 
group was less than one year in 6 patients (including the aforementioned 
ones who had had lichen planus forty vears ago) and one vear or 
slightly longer in 2 patients. 

Group [1].—Six patients (4 men and 2 women) showed considerable 
improvement by the healing of large areas; several larger patchlike 
groups of lichen planus, however, retained their original size, sometimes 
confined to definite regions as described later, responding to continued 
treatment only slowly, it at all. The duration of the disease prior to 
our treatment was less than one year in 2 cases, one vear in 1 case 
and more than one year in 3 cases. 

Summarizing, we can say that of the 33 patients treated and 
observed over a reasonably long time 3 did not respond, 16 were 
completely cured, 8 were cured with a remnant and 6 were considerably 
improved. 

SPECIAL FEATURES 

Some observations made during the course of this investigation 
merit special discussion. 

The Course of the Disease under Treatment.—Diminution of the 
pruritus, ending in complete cessation of it, was usually the first 
result noticed by the patient. This diminished rather suddenly, and 
then the lesions began to pale and to flatten, occasionally accompanied 
with exfoliation of thin scales, until the lesions completely disappeared 
without leaving a trace. In larger patches, the tendency to superficial 
scaling manifested itself by the formation of cigaret-paper-like pleating 
of the uppermost epidermal layers; this, however, did not end in 
atrophy but was exfoliated without sequelae. This superficial peeling 
was greatest in the patient with the bullous type of the disease. 


13. One patient treated by Dr. C. K. Good. 
14. One patient treated by Dr. E. Rosenbaum. 
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In those patients in whom the follicular corymbiform lesions were 
predominant, the tiny follicular hyperkeratoses proved to be especially 
persistent. Many of them were still palpable when they could not be 
seen with the naked eye. In many patients, including those who had 
not been treated with arsenic, pigmentation accompanied the flattening 
of the lesions, and in some patients it outlasted for many months the 
disappearance of the itching and the papules. Treatment with the 
antigen, continued after the disappearance of the other subjective and 
objective symptoms, did not seem to accelerate the disappearance of 
the pigmentation. 

In some cases, improvement did not start uniformly in all the 
involved areas but, corresponding to the observations of Kogoj,’® started 
on the trunk and upper extremities. This was most conspicuous in a 
patient with a generalized, partly corvmbiform, follicular lichen planus 
in whom the numerous lesions on the trunk and the arms disappeared 
within the usual period, while the eruption on the legs proved to be 
most resistant. Although slow improvement occurred, the eruption 
still was present after injections of stock antigen and autoantigen, 
some of them given into the lesion or, at least, into the most involved 
areas. In other cases, the lesions on the abdominal wall or the sub- 
mammary regions responded more slowly than those on the arms. 
However, in 1 patient with a successfully treated generalized eruption, 
the improvement began on the legs. 

As previously observed in studies on warts and condyloma acumi- 
natum, the treatment may result in cure, except for one or a few groups 
of lesions, which sometimes respond to a prolonged treatment. In one 
such instance, with half-dollar-sized rest patches on both thighs, treat- 
ment was resumed after an interval of five months. One patch dis- 
appeared after twelve more injections; the other decreased in size 
and was clinically cured after forty treatments. This patient is classified 
in group IT. 

Other such patients had remnants that proved to be definitely 
resistant, at least as long as the treatment continued. One patient, 
examined two years after cessation of treatment, showed a_ small 
remnant unchanged; however, there was no new dissemination. In 
| case, we removed the remnant with a curet. We cannot give any 
explanation for the remnants, but as far as we can ascertain, they 
have nothing to do with primary lesions. 

Lichen planus of mucous membranes proved to be more resistant 
than that of the skin also under the immunizing treatment. In 1 
patient with almost thumbnail-sized patches on both buccal mucosae 
larger parts of them seemed to peel off after the seventh treatment, 


15. Kogoj, F.: Ueber die Aetiologie des Lichen ruber planus, Med. Pregl. 
3:140, 1926; abstracted, Zentralbl. f. Haut- u. Geschlechtskr. 31:472, 1929, 
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leaving redness but no erosions, and after the fourteenth treatment 
the major part of the patch had disappeared. This patient is classified 
in group III. In a patient in group II the extensive involvement of 
the tongue began to clear in irregularly bordered patches after twelve 
injections, while the typical lichen planus pattern on the buccal mucosa 
did not improve; the latter began to clear after a total of forty injections. 

Two patients (1 with lichen planus et follicularis, and 1 with lichen 
planus resembling lichen nitidus) had psoriasis at the same time; 
both reacted to the antigen with complete disappearance of their lichen 
planus, but the lesions of psoriasis were entirely unaffected. 


| The Number of Treatments and the Period of Time.—The number 
of treatments necessary until the beginning of an effect, usually the 
cessation of itching, varied between 4 and 13 in all groups, an average 
of 8 to 9. Ten of the 16 patients of group I needed 8 to 10 treatments 
before definite improvement could be recognized. The figures for groups 
II and III, which required about the same average treatment, are too 
small to permit the computing of a definite average. The period of 
| time necessary until the first reaction became recognizable was 33.6 
days in the first group, 41.7 days in the second and 39.1 days in the 
third. Since the average number of treatments is approximately the 
same for all three groups, the difference in the time between group I 
| and groups II and III indicates that in the latter groups the patients 
came for treatments irregularly almost from the beginning. This may 
explain some of the observed resistance described subsequently. We 
must concede, however, that 1 of the 3 patients who did not react at 
all was conscientious about appearing for treatment. 

The number of treatments necessary for the eyentual result was 
five to twenty-seven for 15 patients of group I and forty-nine for the 
sixteenth (with lichen planus et follicularis of more than ten years’ 
duration). Therefore the average number of treatments necessary for 
a definite clinical cure was 18.69 for this group and, if the sixteenth 
case is considered as an exception, only 16. For group II the average 
number of treatments was 24.6. This figure is probably too high, 
since if in the course of treatment some groups did not continue to 
improve it was difficult to determine the time at which no further 
progress toward healing was made. Consequently, more injections were 
given beyond that point in vain. The same is true for group III, in 
which we averaged 25.6 injections before we were convinced that no 


further progress could be made. 

The total length of the period of treatment was thirty-one to one 
hundred and eleven days for 15 patients of group I and two hundred 
and nine days for the sixteenth, who required exceptionally long treat- 
ment. This is an over-all average of 76.5 days and, without the sixteenth 
unusual case, 67.4 days. The corresponding figures for groups II and 
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III, ie., the time in which the injections did not accomplish any further 
improvement, are 147.2 and 122.6 days of treatment; the difference 
between the two groups probably has little importance, since it may 
be due to the low figures present in these groups. 

We cannot state definitely how long treatment should be continued. 
In order to prevent recurrences it seems advisable to continue the 
injections for four to six weeks after the cutaneous manifestations 
have disappeared. The pigmentation resulting in some cases does not 
seem an indication for continuing therapy; in examining patients who 
had been successfully treated eighteen months previously, we found 
remnants of pigmentation without formation of lichen planus papules 
or complaint of itching. In 3 patients for whom treatment was con- 
tinued for many weeks after the papules had entirely disappeared and 
only pigmentation remained, the pigmentation faded just as slowly as if 
no further treatment had been given. 

It cannot be foretold whether lichen planus will heal with or 
without pigmentation or how long pigmentation will remain. 

The prolonged treatment, rather than the initial part of the treat- 
ment, for groups II and III was often more irregular than for group I. 
This points to the possibility that irregularity of treatment may be a 
contributing factor to the unsatisfactory result. This possibility is 
supported by observations which will be discussed later. 

Recurrences——(a) Recurrences Following Apparently Sufficient 
Treatment: One case of this kind was observed; arms and buttocks and 
flexor surfaces of the legs and the ankles of the patient were involved 
initially. After eight treatments improvement was noted, and after 
nineteen treatments all the lesions had disappeared, leaving pigmenta- 
tion. The patient was discharged after twenty-two injections, on the 
fifty-fourth day. Examination four months later did not reveal any 
lesions, except for remnants of pigmentation. Two months later, the 
patient had four lichen planus papules, which disappeared after three 
injections. Thirteen months later, she was free from any eruption. 


(b) Recurrences Following Premature Discontinuation of the 
Treatment: For the time being, we consider fifteen injections as a 
minimum treatment, because 10 of the 16 cured patients required 
fifteen injections or less. Therefore, we are inclined to consider the 
close of a course of treatment as premature if less than fifteen injections 
have been given, which, of course, does not necessarily mean that a 
patient cannot be cured with less than that number. 


A patient, 44 years old, with lichen planus of the glans and shaft of the penis 
had been unsuccessfully treated with sulfathiazole elsewhere. After four days of 
medication with arsenic he had abdominal cramps, and therefore we decided to 
use injections of an antigen. Since relief from the “terrific” itching could not be 
expected for four to five weeks, according to our experience, he received 80 
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roentgen rays filtered through 0.5 mm. of aluminum to the dorsal surface of the 
shaft of the penis. After four such irradiations and five injections of an antigen, 
which were given between June 5 and July 12, the papules and the itching had 
disappeared, and therefore the patient discontinued treatment. On August 26, 
he returned with a recurrence on the glans penis, but after four injections the 
lesions faded and disappeared. He continued irregularly with treatment, receiving 
only four injections until October 11. No roentgen ray therapy or other form 
of treatment was given besides the injections of an antigen. In March of the 
following year, he returned with herpes simplex of the sulcus coronarius, which 
healed with the application of a 5 per cent bismuth subgallate-zinc oxide paste, 
and numerous lichen planus lesions on his glans. They disappeared after four 
injections of an antigen given within two weeks; this time, treatment consisted 


of fifteen injections given within sixty days. 


In this case there was a tendency for the eruption to recur after 
insufficient injections had been given over an extended period of 
time. It is probable that during the first phase the favorable effect 
was due to the antigen and not to the roentgen rays and that in this 
case the roentgen rays apparently affected neither the course nor the 

symptoms of the lichen planus. 
| (c) Recurrences Following Initial Improvement After or During 
Irregular Treatment : 


A man aged 56 classed in group III, had had lichen planus with many annular 
lesions for about one year. Since he had not responded to five injections of a 
bismuth preparation, he was treated with an antigen for lichen planus. After four 
injections, given within two weeks, itching disappeared, and the lesions showed 
definite involution with scaling. Then the patient came in irregularly and received 
the next five injections within forty-nine days, one injection about every tenth 
day instead of every third or fourth day. Nevertheless, the majority of the lesions 
became flattened, and some pigmentation was present with involution most evident 
in the center of some of the patches. The next four injections were given within 
seven weeks, and at the end of that time two papular groups were left. During 
the following one hundred and five days he was treated twelve times, and after 
that one group was left on the dorsum of one hand. He came for treatment 
twenty-four times at irregular intervals within the following two hundred and 
eighty days. The papular group on the hand never disappeared, and, from time 
to time, small lesions appeared until, about five weeks after the two hundred and 
eighty day period, a considerable eruption of lichen planus appeared on the trunk, 
the arms and the legs. From this time, the patient appeared for treatment regularly 
twice a week. The eruption on the trunk and the arms responded comparatively 
quickly, while the partly hypertrophic eruption en the legs proved more resistant. 

In group II, a woman, aged 49, had had lichen planus of the wrists, and arms 
and in the submammary regions for about one year. After eight treatments had 
been given within five weeks, the itching disappeared and the patient began to 
report for treatment irregularly, not even as often as once a week. On the seventy- 
eighth day of treatment, several new lesions appeared, whereupon the patient came 
regularly for one month but only seven times during the following two months. 
After a total of thirty injections her arms were practically free of lesions, while 
the submammary region showed fewer lesions. From July to the following March, 
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she received forty-four injections at the rate of five injections monthly, given at 
irregular intervals. Except for a few papules, when the patient was last treated, 
the entire eruption had disappeared, leaving pigmentation. 


In a patient treated by Dr. Ernst Rosenbaum with an autoantigen 
made by us, a generalized lichen planus which had not responded to 
oral medication with arsenic began to respond after ten Injections of 
the antigen and was greatly improved after the twentieth injection, 
given within eighty-one days. The patient then began to come for 
treatment irregularly, so that she received only six additional treatments 
within fifty-four days. She was cured, except for insignificant remnants, 
when she discontinued treatment, but, according to a report which Dr. 
Rosenbaum received from another physician, a slight recurrence, not 
seen by Dr. Rosenbaum, disappeared after tonsillectomy. 

One or more patients of groups II and III could be discussed here, 
hut the examples cited seem to show that the scattering of the doses, 
by prolonging the intervals and irregularity of the intervals, encourages 
recurrences. This holds true as well for cases which reacted favorably 
at the beginning of the treatment. In addition, although we promptly 
succeeded in curing both relapses in the case described which recurred 
after premature discontinuation of treatment and effected improvement 
in 2 cases just described, the scattering of the doses seems to impair 
or weaken the effect of the antigen more than premature termination 
of the course of therapy does. 

COMMENT 

In evaluating the result of any therapy for lichen planus, one must 
consider the fact that the normal course of lichen planus varies greatly 
and that during the course of its spontaneous involution it may undergo 
roughly the same changes as those observed during its response to 
therapy. As in many other diseases which show spontaneous remis- 
sions and even cures, these facts have not deterred investigators from 
therapeutic experiments with lichen planus. The procedure used by 
us is but one more effort in this field. 

The number of patients treated is still small. We should appreciate 
it if other investigators would use the antigen treatment so that its value 
may be further demonstrated. 

SUMMARY 

As a basis for an immunization therapy of lichen planus the hypoth- 
esis is assumed that lichen planus is caused by an infectious agent 
which is present, at least at times, in the lesions. 


This hypothesis is based on the clinical features of the disease, their 
development, the effects of therapy and the nosologic or epidemiologic 
observations, including post-traumatic eruptions, geographic factors 
and familial occurrence. Based on the hypothesis mentioned, an 
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immunization therapy had previously been inaugurated by one of us 
(Biberstein) and successfully tried in a small number of cases. We 
have continued these investigations on a broader scale. 

An extract made from lichen planus lesions was used as the antigen; 
its production and administration have been described. 

This immunization therapy was applied to 40 patients, many of 
them previously treated by other methods with unsatisfactory results. 
Seven of them discontinued treatment prematurely; so, a conclusion 
cannot be drawn regarding them. Of the remaining 33 patients, 3 
were not benefited ; 6 improved considerably ; 8 were practically cured, 
retaining only insignificant remnants which cannot be explained, and 
16 were completely cured clinically. Altogether, 30 of the 33 patients 
who could be followed up were favorably influenced. 

The course of the process of healing is described. 

Fifteen to twenty double injections given semiweekly are con- 
sidered to be sufficient for treatment in the majority of cases in which 
there is a reaction. Premature termination of treatment encourages 
recurrence. Scattering of the doses and irregularity of the intervals are 
detrimental to the efficiency of the antigen, favoring relapse. One occur- 
rence, however, was observed following treatment which had been con- 
tinued beyond the time of the disappearance of the eruption. 


CONCLUSIONS 
1. Lichen planus and all its variations can be influenced in a high 
percentage of cases by immunization therapy. 
2. The results of our investigations support the hypothesis of an 
infectious origin for lichen planus. ‘ 


667 Madison Avenue. 
15 West Seventy-Fifth Street. 
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EPIDERMAL SENSITIVITY TO PENICILLIN 


HELEN RELLER GOTTSCHALK, M.D. 
AND 


RICHARD S. WEISS, M.D. 
ST. LOUIS 


N A previous study * we reported the results obtained by means of a 

penicillin ointment in the treatment of 48 patients with pyogenic 
infections of the skin. Most of the cutaneous infections were cured or 
improved, but a contact dermatitis developed in 5 of these patients during 
treatment. Of these 5 patients 2 were available for patch tests. Positive 
reactions to patch tests were obtained only with commercial penicillin 
sodium, indicating that penicillin sodium was responsible for the sensi- 
tivity in these cases. The present work was undertaken to determine 
whether or not persons could be sensitized to the penicillin ointment and 
what ingredient of the ointment was responsible for the sensitivity. 

Contact dermatitis has been reported in persons who handle the 
salts of penicillin. Applying test patches to some of them has revealed 
that the sensitivity may be due to penicillin salts. 

Pyle and Rattner’ reported the first case of contact dermatitis 
due to penicillin in a medical officer who prepared solutions of penicillin. 
A positive reaction to a patch test with the penicillin was observed in 
this case. Silvers* administered patch tests to a chemist in whom 
contact dermatitis had developed while he was handling amorphous 
sodium penicillin. Patch tests elicited positive reactions to the “impure” 
yellow amorphous sodium penicillin and negative reactions to pure 
white crystalline sodium penicillin. Binkley and Brockmole * observed 


Funds and material for this study were supplied by the Lambert Pharmacal 
Company, St. Louis. 

Studies, observations and reports from the Dermatological Departments of the 
Barnard Free Skin and Cancer Hospital and the School of Medicine, Washington 
University, St. Louis, service of Dr. M. F. Engman Sr. 

1. Gottschalk, H. R.; Engman, M. F., Jr.; Moore, M., and Weiss, R. S.: 
Penicillin Ointment in Some Infections of the Skin, Arch. Dermat. & Syph. 53:226 
(March) 1946. 

2. Pyle, H. D., and Rattner, H.: Contact Dermatitis from Penicillin, J. A. 
M. A. 125:903 (July 29) 1944. 

3. Silvers, S. H.: Contact Dermatitis from Amorphous Sodium Penicillin, 
Arch. Dermat. & Syph. 50:328 (Nov.) 1944. 

4. Binkley, G. W., and Brockmole, A.: Dermatitis from Penicillin, Arch. Der- 
mat. & Syph. 50:326 (Nov.) 1944. 
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two physicians with contact dermatitis from penicillin. Patch tests with 
penicillin sodium dissolved in isotonic solution of sodium chloride elicited 
positive reactions in 1 patient and not in the second. Parenteral 
administration of penicillin to the second was followed by a papular 
eruption of the hands and feet. 

Some investigators who have applied penicillin locally have reported 
instances of contact dermatitis developing during treatment. Patch tests 
were used for additional information by two of these investigators. Rox- 
burgh ° treated 75 patients with pyogenic infections of the skin with local 
application of penicillin. He stated that in 2 of his patients penicillin 
ointment appeared to be irritating to the skin. One hundred patients 
with infections of the skin were treated with penicillin administered 
locally and parenterally by Cohen and Piaff.6. They found that 4 
presented an acute reaction to the drug after application. Cohen and 
Pfaff administered patch tests with the ointment and found that 0.95 
per cent of 524 patients had positive reactions to it. They did not 
determine to what single ingredient of the ointment these patients were 
sensitive. Ot the 94 patients who were treated by Wrong,’ in 2 
acute inflammations developed in the areas where penicillin ointment 
had been applied. This inflammation was thought to be due to penicillin 
because positive reactions to patch tests were obtained to “penicillin 
emulsion” but not to the “emulsion” itself. 


THE OINTMENT 


The penicillin ointment that was used for the patches was the same ointment 
used for the clinical trials. It was made with sterile materials under aseptic con- 
ditions. The ointment base was water-miscible and contamed glyceryl mono- 
stearate, stearic acid (U. S. P.), Duponol, a preservative and refined peanut oil 
and distilled water. The pu was approximately 6.5. Commercial penicillin sodium 
which had been pretested by the United States Food and Drug Administration was 
added in a concentration of 500 Oxford units per gram. ‘ 


PROCEDURE OF ADMINISTERING PATCH TESTS 


The patch tests with the penicillin ointment were performed according to the 
procedure recommended by Dr. Louis Schwartz and Dr. Samuel M. Peck.® 

A group of 200 volunteers were tested. These volunteers were factory employees 
and patients at two of the St. Louis hospitals. The ages of the volunteers ranged 
from 16 to 70, the average age being 39. There were 66 males and 134 females. 
Three of the volunteers were Negroes and the remaining volunteers, white. 


5. Roxburgh, I. A.: Christie, R. V., and Roxburgh, A. C.: Penicillin in 
Treatment of Certain Diseases of the Skin, Brit. M. J. 1:524 (April 15) 1944. 

6. Cohen, T. M., and Pfaff, R. O.: Penicillin in Dermatologic Therapy, Arch. 
Dermat. & Syph. 51:172 (March) 1945. 

7. Wrong, N. M.: Pencillin Therapy in Skin Infections, Canad. M. A. J. 
§2:341 (April) 1945. 

8. Schwartz, L., and Peck, S. M.: The Patch Test in Contact Dermatitis, 
Pub. Health Rep. 59: 546 (April 28) 1944. 
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The technic employed was as follows (see tables for details of results) : 
1. The penicillin ointment and the ointment base as a control were applied 
to pieces of gauze 14 inch (0.6 cm.) square and covered with standard Elasto- 


+ 


patch (Duke Manufacturing Company). 

2. The patches were placed on the skin of the back or the legs or the arms. 

3. The patches were removed approximately forty-eight hours later and the 
ireas observed. The areas were again observed in ninety-six and one hundred and 
ten hours. 

4. When ten or more days had elapsed after the removal of the first patches, 
the patches were reapplied and steps 2 and 3 repeated. 

All subjects who reacted positively to the penicillin ointment were given patch 
tests with commercial penicillin sodium dissolved in isotonic solution of sodium 
chloride (10,000 units per cubic centimeter). This penicillin solution was placed 
on cotton and covered with rolled-up finger cots so that as little evaporation as 
possible would take place. Isotonic solution of sodium chloride applied in the 
same manner was used as a control. 

An extract of Penicillium notatum was prepared and used to test all volun 
teers who had had positive reactions to the ointment. The extract was made 
by washing the growth of P. notatum with sterile isotonic solution of sodium 
chloride three times. The fungus was then dried and extracted with acetone. 
This extract was then concentrated to make an approximate 25 per cent solution 


in acetone. Acetone was used as a control in these patch tests. 


RESULTS 
The cases of 9 of the volunteers (table 1) were not included in the 


final tabulation of the 200 cases, because subsequent investigation 


TABLE 1.—Reactions to Patch Tests of Patients with History of Contact with 


Penicillin 
Ointment Penicillin 
Plus Ointment Sodium, Extract of 
Case Sex Penicillin Sase Cup Penicillium 
M 2+* 1+ ] 0 
(Had received injections of penicillin) 
9 F 1+ 0 0 0 
3 F 2+ 0 0 0 
4 M 2+ 0 0 
5 M 3+ 0 3+ . 
6 M 3+ 0 1+ 0 
7 M 3+ 0 
8 M 1+ 0 0 0 
9 M 1+ 0 ; 0 
(Had received 666,000 units of penicillin by injection) 
Positive reactions........... 8 1 4 0 


* 1+, erythema; 2+, erythema and edema; 3+, erythema, papules and a few vesicles; 4+, 
erythema, edema, many vesicles and, in some cases, ulceration. 


revealed that these volunteers either had received penicillin parenterally 
or had had prolonged contact with the penicillin salts. The results for 


9. This extract was prepared by Dr. Morris Moore, mycologist to the 


Barnard Free Skin and Cancer Hospital. 
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these 9 volunteers are of some interest. Of the 2 volunteers who had 
received injections of penicillin 1 reacted positively to the patch test 
with the penicillin ointment, and 1 did not. Of the 7 volunteers who had 
had prolonged contact with penicillin, 7 reacted to the ointment con- 
taining penicillin and none reacted to the ointment base. In 4 of 
the 9 volunteers positive reactions to patches with penicillin sodium 
were obtained. None of the 5 volunteers tested reacted to the extract of 
Penicillium. Three of the persons who had had prolonged contact with 
penicillin were given 100 units of penicillin sodium dissolved in isotonic 
solution of sodium chloride subcutaneously in the right arm. No reac- 


TasBLe 2.—Reactions to First Patch Tests of Patients with No Previous 
Contact to Penicillin 


Ointment Penicillin 
Plus Ointment Sodium, Extract of 
Case Sex Penicillin Base Cup Penicillium 

1 F 1+ 0 0 0 
2 F 2+ 2+ 0 PP 

3 F 2+ 0 0 0 
4 M 1+ 1+ 0 a 
° F 1+ 1+ 0 

M 1+ 0 

7 F 1+ 0 0 

s F 1+ 1+ 0 

9 M 1+ 0 0 0 
10 M 1+ 0 0 

11 F 1+ 0 0 
12 F 2+ 0 0 
13 M 2+ 0 1-3+ 
14 F 1+ 1+ 4+ 
15 M 2+ 0 3+ 0 
16 M 1+ 0 1+ 
17 M 2 0 3+ 0 
18 M 2+ 1+ 1+ 
19 M 1+ 0 1+ 
20 M 2+ 1 1+ 
21 M 1+ 0 3+ 0 
22 M 3+ 0 + 0 
23 M 4+ 0 1+ 
24 F 2+ 1+ 0 
Positive reactions........... 24 8 11 0 


tions, either local or general, were observed after this subcutaneous 
injection, although 1 of these persons had had a positive reaction to 
the patch test with penicillin sodium. 

Twenty-four volunteers (table 2) who had had no previous contact 
with penicillin as far as we could discover demonstrated positive reactions 
to the patches with penicillin ointment on the first testing. Of these 
24 volunteers, 8 reacted to the ointment base and 11 reacted positively 
to the penicillin sodium dissolved in isotonic solution of sodium chloride. 
None of these volunteers reacted to the extract of Penicillium. In 
general the reactions to the base were somewhat less severe than those to 
the base plus the penicillin. Although none of these volunteers gave a 
history of previous contact with penicillin, many of them appeared to 
be sensitive to penicillin sodium. 


| 
3 


,OTTSCHALK-WEISS—SENSITIVITY TO PENICILLIN 369 


At the second testing 17 volunteers (table 3) had positive reac- 
tions to patch tests with the penicillin ointment. Eight of these volun- 
teers reacted to the ointment base but with only 1 plus reactions. Only 
1 of the volunteers reacted to penicillin sodium, and the same person 
reacted slightly to the extract of Penicillium. It would appear that we 
had sensitized at least 11 persons to the penicillin ointment and at least 
8 to the ointment base. We were apparently successful in sensitizing 


1 to penicillin sodium. 


Tasle 3.—Reactions to Second Patch Tests of Patients with No Previous 
Contact to Penicillin 


Ointment Penicillin 
Plus Ointment Sodium, Extract of 
Case Sex Penicillin Base Cup Penicillium 

1 F 2+ 0 2+ 1+ 

2 F 1+ 0 0 

3 F 1+ 1+ 0 

4 F 1+ 0 0 

Fy F 1+ 0 0 

6 F 1+ 1+ 0 

(on first patch test 1+ to base) 

7 F 2+ 1+ 0 

8 F 1+ 0 0 

9 M 1+ 0 0 

10 F 2+ 1+ 0 

11 F 1+ 0 0 

12 M 2+ 0 0 0 

13 F 1+ 0 0 

14 F 1+ 1+ 0 

15 F 1+ 1+ 0 

(on first patch test 1+ to base) 

16 F 1+ 1+ 0 0 

17 F 1+ 1+ 0 0 
Positive reactions........... 17 8 1 1 


The penicillin ointment in the concentration used in this study is 
apparently not a primary irritant, as not all of those tested reacted to it. 


COMMENT 


Of 7 persons who had had prolonged contact with penicillin sodium 
7 were sensitive to the patch tests with penicillin ointment and none 
to the tests with the ointment base. Three reacted to penicillin sodium 
dissolved in isotonic solution of sodium chloride on test patches. These 
volunteers had apparently become sensitized to penicillin through their 
contact with it. Study of the literature revealed that persons who had 
worked with penicillin might become sensitized to it, and our results 
seem to confirm this observation. 
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The positive reactions to the first patch tests with penicillin ointment 
are more difficult to explain. The 24 volunteers who were sensitive had 
had no contact with penicillin that we could discover. However, 11 of 
them reacted to penicillin sodium when patch tests were performed 
with it. This might indicate that the reason for the reaction to the 
ointment was a sensitivity to penicillin sodium at that time. It is known 
that many persons are sensitive to the antigen of the Penicillium 
family. Feinberg '° demonstrated that such persons would not neces- 
sarily be sensitive to penicillin. He used patients who were clinically 
sensitive to the Penicillium mold and did not find positive reactions to 
scratch tests with penicillin in these patients. Since we worked with 
patch tests, our results are not entirely comparable with his. It is 
possible that persons who are sensitive to the Penicillium mold may 
show positive reactions to patch tests with penicillin sodium. We did 
not perform scratch tests with extracts of the mold on any of our 
volunteers, but we used patch tests instead. We observed only one 
positive reaction to patch tests with extract of Penicillium in persons 
who reacted to the ointment. Another explanation for the positive 
reactions to penicillin sodium may be that we sensitized these persons 
to penicillin sodium by the previous patches with the ointment. This 
could have happened, but it would not explain the original positive 
reactions to the penicillin ointment. 

The second testing with the penicillin ointment demonstrated that 
the substance is evidently a sensitizer with some degree of potency, 
as we found that 17 persons reacted to the second tests when they had 
not reacted to the first. The reactions were apparently due to the peni- 
cillin sodium in 9 of the 17, since these 9 did not react to the base. 
We were not able to prove this with certainty, as only 1 of these 9 gave 
positive reactions to the patch tests with the penicillin sodium. 


CONCLUSIONS 


Penicillin when used locally is capable of producing contact reactions, 
sometimes severe, in an unknown percentage of the population. 

Penicillin, apparently, is not a primary irritant in the concentration 
employed in these studies. 

By means of patch tests we were able to produce epidermal sensi- 
tization to a penicillin ointment in 4.5 per cent of 200 persons. 

We did not have enough material to determine whether epidermal 
sensitization predisposed to dermal or vascular sensitization. What 
little evidence we have indicates that this is not the case. 

For the preseat, not too much reliance should be placed on the 
results obtained in 200 to 300 persons. 


10. Feinberg, S. M.: Pencillin Allergy, J. Allergy 15:271 (July) 1944. 
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The procedure recommended by Schwartz and Peck has been carried 
out, but whether or not these results are statistically significant is open 
to question. Our definite positive results would indicate that a small 
percentage of the population is primarily sensitive to penicillin and that 
another smaller percentage can be sensitized to penicillin by its applica- 
tion to the skin over a period of five to ten days. 

Much more work must be done before absolutely reliable conclusions 
can be obtained, but, in the meantime, we believe that there is no 
contraindication to well controlled experimental use of penicillin locally, 
providing the patients are followed carefully and observed for untoward 


reaction. 
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MICROPAPULAR TUBERCULID IN THE NEGRO 


S. IRGANG, M.D. 
NEW YORK 


N ICROPAPULAR ttuberculid is rather common in Negroes 
but less so than papulonecrotic tuberculid. Many cases escape 
detection because of the frequent sparseness of the eruption and also 


because the microscopic picture may prove misleading. 


In my experi- 


ence the majority of patients exhibit a scanty type of eruption, but 
lesions may be profuse enough to involve the entire body. 

The eruption usually makes its appearance first on the face and may 
be confined entirely to this area, but there is a tendency to generalization 
and lesions have been noted everywhere on the cutaneous surface, except 
on the palms and soles and in the oral cavity. On the extremities there 
is a predilection for the extensor surfaces. Involvement of the scalp is 
not uncommon, the lesions being most numerous on the perimeter and 
possibly confined exclusively to the margins. The vermillion border of 
the lips, the canthi and the alae nasi always remain free of lesions. 

The eruption is roughly symmetric and mildly pruritic or asympto- 
matic and consists of firm superficial slightly elevated nonhyperemic 
papules, varying in size in the same patient from that of a pinpoint to 
that of a pinhead and rarely to that of a match head. The initial 
lesion is almost always partially depigmented to a varying degree, but 
on occasion it may be flesh colored or even deeply pigmented. Mildly 
hyperkeratotic lesions have also been noted. Inflammatory areolas are 
lacking, and hyperpigmented ones are also absent, except in the case of a 
deeply pigmented papule. This tuberculid has a tendency to appear in 
small groups, but actual fusion of papules has not been encountered. 
Sometimes small irregular-shaped areas of partial depigmentation may 
develop years before or subsequent to the appearance of the papular 
element, but there is always a gradual restoration to normal color regard- 
less of treatment. This disturbance of pigment formation may be seen 
anywhere on the body, but it is most commonly observed on the face. 

The eruption resolves spontaneously after a variable period, usually 


within several weeks, but it has a tendency to relapse. 


After complete 


healing, minute areas of depigmentation are frequently noted, but resolu- 
tion of an occasional papule is sometimes followed by a slightly depressed 


From the Department of Dermatology and Syphilology of the Harlem Hos- 


pital, Dr. Oswald La Rotonda, Medical Director. 
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depigmented—less often by hyperpigmented—atrophic scar correspond- 
ing in size to the original lesion. 

The superficial lymph nodes often show slight to moderate enlarge- 
ment. They are discrete, freely movable and painless, and the overlying 
skin is normal. Symmetric involvement of the posterior cervical 
lymphatic chain is common. In my cases roentgenograms of the chest 
disclosed rather frequent enlargement of the mediastinal lymph nodes, 
but pulmonary tuberculosis was not enccountered. 


4 


Fig. 1—An unusually profuse eruption of micropapular tuberculid with involve- 
ment of the scalp. 


The ages of the patients ranged from 4 to 43 years, and females were 
affected most often. On the patient’s admission the eruption had been 
present from several weeks to five years. The majority were asympto- 
matic, although anorexia, lassitude and loss of weight were not uncom- 
mon complaints. 

The results of the tuberculin tests fluctuated considerably; some 
showed a negative local response to an intracutaneous injection of.0.1 cc. 
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of old tuberculin in a dilution of 1: 500, while others reacted strongly toa 
dilution of 1: 100,000. Hemograms often showed mild secondary anemia 
with Ivmphocytosis and monocytosis. 

Histologic Study.—The epidermis directly above that part of the cutis 
showing the most intense reaction was likewise the most severely affected. 
For the most part it was atrophic, but it varied from normal thickness 


Fig. 2—Resolution of papules followed by partial depigmentation. 


to slight hypertrophy. The stratum corneum was slightly thickened 
as a rule and at times was replaced by parakeratosis. The granular 
layer was noticeably irregular but was most commonly represented by 
a single row of cells, some of which were mildly edematous. The prickle 
cell layer was usually narrowed, but proliferative tendencies were 
observed at rare intervals both in the suprapapillary rete and in the rete 
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pegs. Mild intercellular edema was a concomitant feature, and intra- 
cellular edema progressing to vacuolar degeneration appeared to be a 
constant observation. In 1 case destruction of the more superficial 
prickle cells resulted in multiple vesicle formation. The basal cells 
showed similar edematous and degenerative changes. The amount of 
melaniti in the basal layer was reduced noticeably or absent within small 
segments of the same section. Complete loss of pigment was anticipated 
whenever severe edematous reactions developed in the basal cells and 
the neighboring prickle cells, and here the epidermis was invaded by such 


Fig. 3.—Irregular areas of primary facial depigmentation which preceded the 
development of papules. i 


large numbers of small lymphocytes that the line of demarcation 
between epidermis and cutis was almost obliterated. A number of 
moderately dilated hair follicles were filled with keratin, and their walls 
were either normal or showed changes similar to, though less severe than, 
the aforementioned epidermal alterations. 


Abnormalities occurred in all parts of the cutis but were detected 
most often in the upper half and still more frequently in the upper fourth 
of this layer, the subpapillary and adjacent underlying tissues being 
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affected particularly. Well defined and compact perivascular and peri- 
follicular collections of infiltrating cells differed in size but were usually 


Fig. 4—Micropapular tuberculid in an adult, showing generalized distribution. 


small and consisted chiefly of small lymphocytes, with diverse numbers 
of epithelioid cells and few plasma cells. The character of the infiltrate 
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varied from a purely banal type to that of typical tubercu'oid structure, 
either with or without tubercle formation. Lymphocytic nodules contain- 
ing a scattering or minute groups of epithelioid cells were observed most 
commonly. FT ibroblastic reactions about and within the infiltrate varied 
with the degree of healing. The supportive tissues were edematous 
and occasionally underwent granular degeneration, but necrosis was 
never observed. The superficial blood vessels were expanded somewhat ; 


4 

A Ths 


Fig. 5—The inflammation is most often limited to the superficial parts of the 
skin. The perivascular cellular infiltrates are well defined and compact. The 
epidermis is irregular, varying from atrophy to slight hypertrophy. (Low power 
magnification; hematoxylin and eosin.) 


within some, the lining endothelial cells were swollen, and some showed 
decided proliferative tendencies. Pressure of the enveloping infiltrate 
often obliterated their lumens, and injury to their walls resulted fre- 
quently in thrombus formation and infrequently in miliary hemorrhages. 
The superficial lymphatics were also dilated, and this reaction was 
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evident particularly in the perivascular channels. In the superficial parts 
of the cutis both light and heavy deposits of melanin were found lying 
both free and within phagocytic cells. 

Within the subcutis abnormalities were observed rarely and were of 
limited extent, but any part of this layer was subject to pathologic change. 
The infiltrate was well defined and consisted for the most part of small 
lymphocytes with a scattering and/or minute aggregations of epithelioid 
cells, together with an occasional giant cell. However, unlike the corium, 
typical tuberculoid structure and degenerative changes within the con- 


nective tissues were not encountered. 


COMMENT 

Micropapular tuberculid in a Negro has a distinctive clinical appear- 
ance : superficial firm discrete partially depigmented minute papules, lack- 
ing clinical hyperemia, persisting for relatively short periods and on heal- 
ing leaving minute zones of depigmentation and less often slightly 
depressed depigmented atrophic scars. The lesions of micropapular 
tuberculid have not been noted on the canthi, the alae nasi or the ver- 
milion border of the lips, the favorite sites for miliary sarcoid and tuber- 
culosis miliaris disseminata faciet. 

Obviously in the presence of a banal type of inflammation the micro- 
scope offers no direct diagnostic assistance. In the presence of tuberculoid 
structure it is not possible to differentiate this disease from miliary sar- 
coid and tuberculosis miliaris disseminata; the last-named disease is 
also included in this statement because it does not always show the classic 
tubercle.t It is quite evident, then, that the clinical features of micro- 
papular tuberculid take precedence over microscopic observations. The 
tuberculin test is of no value in differential diagnosis because in some 
patients dilution as low as 1: 500 may elicit negative reactions while in 
others there may be reactions to a dilution of 1: 100,000. These conclu- 
sions are in accord entirely with those of Laymon and Michelson,’ who 
have made a thorough study of this disease. 


1. Ormsby, O. S., and Montgomery, H.: Diseases of the Skin, ed. 6, Phila- 
delphia, Lea & Febiger, 1943, p. 836. 

2. Laymon, C. W., and Michelson, H. E.: . The Micropapular Tuberculid, 
Arch, Dermat. & Syph. 42:625 (Oct.) 1940. 


EXPLANATION OF PLATE. 


Fig. 6.—A, cellular infiltrate composed largely of small lymphocytes and epi- 
thelioid cells in varying proportions. As a rule, true tuberculoid structure is 
lacking. View of infiltrate shown in figure 5. B, view of infiltrate from another 
section showing typical tuberculoid structure. Note the similarity to the tubercle 
of miliary sarcoid. (High power magnification; hematoxylin and eosin.) 
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Micropapular tuberculid differs clinically in Negro and in white 
patients. In Negroes the papules are nonhyperemic, depigmented and 
less often flesh colored or hyperpigmented, and there is a tendency 
toward generalization. Primary partial depigmentation does not occur in 
white patients. In the latter the papules are reddish or pinkish, sug- 
gesting rosacea, and generalization of the eruption has not been reported. 


SUMMARY 


In Negroes the lesions of micropapular tuberculid are usually sparse, 
but there is a tendency toward generalization. 

The canthi, the alae nasi and the vermilion border of the lips are not 
involved in micropapular tuberculid, but they are the sites of predilec- 
tion for miliary sarcoid and tuberculosis miliaris disseminata faciel. 

Partial cutaneous depigmentation may precede the papules for a 
variable period or develop subsequent to their appearance. Pigmentary 
disturbances are noted most commonly on the face. 

Micropapular tuberculids usually leave depigmentation at sites of 
healing. Sometimes small, slightly depressed depigmented atrophic 
scars develop, and these sequelae are sometimes indistinguishable from 
those which follow the healing of superficial papulonecrotic tuberculids. 

The tuberculin test is without value in differential diagnosis. 

The microscopic picture varies from that of a banal type of inflam- 
mation to that of a typical tuberculoid structure. In the presence of the 
latter there is a remarkable resemblance to miliary sarcoid and tubercu- 
losis miliary disseminata. 

From a diagnostic standpoint the clinical characteristics of micro- 
papular tuberculid take precedence over the microscopic. 

In Negro patients the clinical characteristics of micropapular tubercu- 
lid vary considerably from those in white patients. 
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Clinical Notes 


DDT IN THE TREATMENT OF SCABIES, LARVA MIGRANS 
AND PEDICULOSIS PUBIS 


ANDREW G. FRANKS, M.D., LLB.. NEW YORK, AND WILLIAM L. DOBES, M.D., ATLANTA, GA. 


A clean, rapid and nonirritating treatment for scabies and pediculosis pubis, 
consisting of application of benzyl benzoate, has frequently been reported on. It 


is our purpose to report on a method of using and the effectiveness of DDT 


(dichlorodiphenyltrichloroethane) with or without benzyl benzoate in the treat- 
ment of scabies, larva migrans and pediculosis pubis. A formula containing the 
two active ingredients was recommended by the United States Department of 
Agriculture, Bureau of Entomology and Plant Quarantine. One of the modified 
formulas which we employed was as follows: 


(am. or Ce 
Aerosol (dihexyl sodium sulfosuccinat 14 


This concentrate is diluted with 5 parts of water. Eight patients with scabies 
were treated with the emulsion containing the DDT and benzyl benzoate. The 
medicament was applied over the entire body, except the scalp and face, with the 
hand, gauze or a 2 inch (5 cm.) varnish brush. One application was employed 
in 7 cases. In 1 case a second application was needed. The emulsified formula 
has some distinct advantages. It has no disagreeable odor; it is easy to apply 
and does not soil the bed linen or the clothing. Only a thin residue is left on 
the body, which can easily be removed by soap and water. No frank case of 
dermatitis was noted; although the formula was irritating when applied to the 
excoriated surface, the irritation was not severe. On the unbroken skin no irrita- 
tion resulted. The inclusion of ethyl aminobenzoate in the formula aids as a local 
anesthetic in relieving the itching, which may be severe in scabies. 

Four patients with scabies were treated with the same ingredients without 
benzyl benzoate in a vanishing cream base. No patients responded favorably after 
one or more applications. 


Four patients with generalized scabies were treated with DDT (10 per cent) 
in purified talc. The affected parts were well covered with the powder. Liberal 
amounts were dusted between the sheets. Scabies persisted in all 4 cases. No 
beneficial response was obtained. 


The same formulas, the emulsion and cream preparations, were also employed 
in the treatment of pediculosis pubis in 9 cases. Again, one application of the 
medicament was sufficient for a complete cure. DDT (10 per cent) in purified 
talc was employed in 2 cases of pediculosis pubis. A total of 120 Gm. was suf- 
ficient to check the infestation in both cases. Four patients with larva migrans 
were also treated with DDT in a cholesterol ester—petrolatum base (Aquaphor). 
No one responded to this treatment. 
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In brief, our cases show that DDT without benzyl benzoate was ineffective 
the treatment of scabies and creeping eruption. DDT in combination with benzy! 
benzoate was found most effective against scabies. Yet this formula has pra 
tically no advantage over the usual benzyl benzoate emulsion. DDT in emulsion, 
ointment and powder formulas was found exceedingly effective in the treatment 
ot pediculosis pubis. No harmful reactions occurred when DDT was. used 


cautiously and in the therapeutic dosage in these cases 
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Abstracts from Current Literature 


EpitED BY Dr. HERBERT RATTNER 


CUTANEOUS MANIFESTATIONS OF Funcr. Royat M. MontcomMery and EstHer A 
Casper, J. A. M. A. 128:77 (May 12) 1945. 


In New York, the majority of cases of dermatophytosis are caused by Tricho- 
phyton gypseum, with Trichophyton purpureum, Monilia albicans and Epidermo- 


phyton inguinale causing the others. T. gypseum produces an acute inflammatory 


type of dermatophytosis in which vesiculation is the main feature. Infection of 


the nail plate is usually superficial and is manifested by scaling or small irregular 
white areas. T. purpureum evokes a noninflammatory dermatophytosis character- 
ized by fine branny scaling and an absence of vesiculation. In infections of the 
nails this fungus invades the under portion of the nail, causing yellow undermined 
areas. Infections of the feet with M. albicans are characterized by red and 
macerated areas usually involving all the interdigital webs. Associated paronychia 
is a characteristic feature when infection of a nail occurs. The lateral borders ot 
the nail plate are ridged and undermined. In infection of the feet with E. inguinale, 
maceration and severe scaling on the interdigital webs and flaky scales on the sole 
are observed. Frequently a concomitant infection of the groin is present. Onychial 
infection is absent. The basic principle of treatment for dermatophytosis of the 
feet is the use of soothing wet dressings or pastes in the vesicular stage and ot 
iungicidal remedies aiter the acute phase has subsided. Strong fungicides must b« 
used to treat T. purpureum infections. In onychomycosis all infected nail tissu 
should be removed before one applies fungicides. 


Boric Acip OINTMENT INTOXICATION. Cart C. Preirrer, Lois F. HALLMAN and 
IsaporE GerSH, J. A. M. A. 128:266 (May 26) 1945. 


Boric acid is absorbed in toxic quantities from ointments applied to burned 
areas or to wounds involving loss or damage to large areas of skin. It is absorbed 
also when it is used to irrigate cavities. Boric acid is accumulated in the brain, 
liver and body fat. Boric acid fails to appear in the urine when it is administered 
as a saturated solution or ointment to the torso of the normal human subject; 
absorption of boric acid through the intact skin is negligible. 


PENICILLIN FOR NEUROSYPHILIS. DouGcLas Go_tpMAN, J. A. M. A. 128:274 (May 

26) 1945. 

Eighteen patients with dementia paralytica and 4 patients with tabes dorsalis 
were treated with penicillin. The patients with dementia paralytica were treated 
with a combination of intraspinal and intramuscular injections of penicillin or with 
fever and intramuscular injections of penicillin alone. Except for 2 moribund 
patients all patients with dementia paralytica were benefited. The patients suffering 
from tabes were given six daily intrathecal injections of penicillin. The total dose 
was 100,000 units. The 2 patients in this group who had tabetic crises were rapidly 
relieved. Observation of the other 2 ataxic patients was too brief to be conclusive, 
although it was noted that some improvement occurred. 


NoODULAR VASCULAR DISEASES. HAMILTON MontTGOMERY, A. and 

Netson W. Barker, J. A. M. A. 128:335 (June 2) 1945. 

The term “nodular vasculitis’ is applied to relatively chronic, persistent or 
recurrent nodular lesions of nontuberculous origin occurring chiefly on the legs, 
below the knees. Nodular vasculitis occurs in older women and has less tendency 
to become ulcerated than does erythema induratum. Histopathologically, there is 

definite vasculitis with varying degrees of obliterative changes in both arteries 
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and veins together with necrosis of fat and fibrosis in the subcutaneous tissues. 
The authors would abandon the terms “periphlebitis’ and “phlebitis nodularis 
necrotisans” because they have been used to represent both tuberculous and non- 
tuberculous conditions. 

They employ the term “erythema induratum” to designate a tuberculous process 
either of an ulcerative or of a nodose form. The disease usually is described as 
beginning with involvement of the calves of girls during adolescence, but it also 
may occur among boys and men and may start at any age in life. Seventy-two of 
the 175 cases on which this report is based are classified as cases of erythema 
induratum. 

In both erythrocyanosis and pernio there are recurrent attacks which occur in 
the winter and disappear in the summer. The ulcers of pernio are usually more 
superficial than are the ulcers of erythema induratum, and the degree of inflam- 
matory reaction is not as great in pernio as it is in erythema induratum. 

Erythema nodosum is an acute process which undergoes involution without 
ulceration. The disease has often been associated with streptococcic infection. Like 
erythema induratum, relapsing, febrile, nodular, nonsuppurative panniculitis is fre- 
quently accompanied with attacks of fever. There are large subcutaneous plaques 
and cutaneous nodules, predominating on the trunk and thighs rather than on the 
legs, and the subsequent subcutaneous atrophy results in depression of the skin at 
the site of involution. 

Primary recurrent idiopathic thrombophlebitis affects men rather than women. 
It is primarily a disease of small and medium-sized veins and is characterized by 
multiple discrete and tender nodules which tend to occur in crops and to extend by 
segments to the larger veins. Chronic venous stasis may produce a tender, painful 
plaquelike induration of the skin and subcutaneous tissues in the lower third of 
the leg. All these diseases are associated with varying degrees of vasculitis and 
fibrosis and with varying degrees of acute or chronic panniculitis. 


PENICILLIN SODIUM FOR FUSOSPIROCHETOSIS. WILLIAM F. Pearce and Joun B. 
McDonatp, J. A. M. A. 128:342 (June 2) 1945. 


Fifty patients with fusospirochetosis were treated with intramuscular injections 
of penicillin sodium with doses of either 10,000 or 20,000 units every two or three 
hours night and day until a total of 100,000 to 200,000 units had been given. Com- 
plete alleviation of symptoms and eradication of the causative organisms were 
effected within twenty-four hours after the institution of therapy. Older methods 
of treatment required daily care and observation for a minimum of ten days and 
usually much longer. Treatment is reduced to three days by the administration of 
penicillin. Serologic studies at intervals are recommended to avoid masking of the 
development of early syphilis. 


NONFLUORESCENT RINGWORM OF THE SCALP. Oscar L. Levin and Howarp T. 
BEHRMAN, J. A. M. A. 128:350 (June 2) 1945. 


Some fungous infections of the scalp do not impart a noticeable fluorescence to 
the diseased hairs. Examination under Wood’s light with negative results is not 
sufficient to exclude these infections. Microscopic and cultural examinations are 
essential in suspected cases of ringworm of the scalp. Under Wood's light, hairs 
infected with Trichophyton violaceum, Trichophyton sulfureum and Trichophyton 
crateriforme show a dull white fluorescence which may be overlooked. Trichophyton 
gypseum and Trichophyton purpureum do not impart fluorescence to the diseased 


hairs. 
TREATMENT OF DEMENTIA PARALYTICA WITH PENICILLIN. CLARENCE A, NEYMANN, 
Gert HEILBRUNN and G. P. Youmans, J. A. M. A. 128:433 (June 9) 1945. 


The hematoencephalic barrier cannot be overwhelmed by massive or long- 
continued intramuscular or intravenous doses of penicillin; it does not yield to 
combined treatment of either penicillin and bile salts or penicillin and artificial 
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fever. The intracisternal route is dangerous if more than 30,000 Oxford units is 
injected. Daily injection of this dose over a period of more than five days is also 
hazardous. 

Five patients suffering from chronic dementia paralytica were treated. Two of 
them died from chronic encephalopathy attributable to the penicillin ten days after 
the last intracisternal injection. Another patient died as the result of exhaustion 
two weeks after treatment ceased. After intrathecal injections the serologic reac- 
tion changed in 2 of the cases, becoming practically negative. One patient remains 
as demented as he was in the beginning; the other is decidedly improved. 


DERMATITIS OF THE Lips FROM PENICILLIN. Exrtas SeLincer, J. A. M. A. 128:437 
(June 9) 1945. 


Selinger reports a case of contact dermatitis of the eyelids after the instillation 

f a solution of penicillin into the conjunctival sacs of a patient treated for bilateral 

chronic conjunctivitis. The conjunctivas and corneas showed no reaction. A patch 
test with a solution of penicillin elicited a negative reaction. 


CERVICOFACIAL ACTINOMYCOSIS. GLENN G. HENDRICKSON and Epwin P. LEHMAN, 
J. A. M. A. 128:438 (June 9) 1945. 


The authors report 2 cases of cervicofacial actinomycosis treated successfully 
by penicillin without the employment of surgical drainage. They recommend that 
in all proved cases of actinomycosis intensive penicillin therapy without immediate 
surgical drainage be instituted. If the organism is found insensitive to penicillin 
either by laboratory demonstration or by clinical response or by both, then and only 
then is the standard surgical attack justified. ee 

HENSCHEL, Denver. 
EVALUATION OF THE HISTAMINE INTRADERMAL TEST AS A GENERAL INDICATOR OF 
ALLERGY. LAURENCE FARMER, J. Allergy 16:44 (Jan.) 1945. 


The results of intracutaneous tests with 0.01 mg. of histamine phosphate in 
0.05 cc. of isotonic solution of sodium chloride, administered to 77 persons with 
clinical allergy and to 9 nonallergic persons, led the author to conclude that “it is 
not possible to differentiate allergic individuals from nonallergic ones by the use of 
an intradermal histamine test.” 


SEASONAL DERMATITIS DUE TO THE ALBUMIN FRACTION OF TIMOTHY POLLEN. 
Joun H. and F. MitcHe tt, J. Allergy 16:48 (Jan.) 1945. 


The authors report a case of fairly generalized papular dermatitis in a 21 year 
old woman. Attacks of dermatitis recurred for seven years during the pollination 
season of timothy grass (early June to the middle of July). 

Patch tests with the oil of timothy pollen and plant elicited negative reactions; 
a patch test with the albumin fraction of timothy pollen elicited a strongly positive 
reaction, and a patch test with blades of timothy grass also gave a positive reaction. 

Scratch and intracutaneous tests with an aqueous extract of timothy grass in 
a dilution of 1:1,000 did not produce immediate wheal type reactions. However, 
twenty-four hours later “there was an area of dermatitis extending several inches 
from the point of injection.” 

Ninety per cent improvement was accomplished by biweekly subcutaneous injec- 
tions of an aqueous extract of timothy grass in small, increasing doses; the 
maximum tolerated dose was 0.3 cc. of a 1: 10,000 dilution. Injections were given 


throughout 1943 and 1944. 


ALLERGIC DERMATITIS DUE To METALLIC CoBpALt. Lours SCHWARTZ, SAMUEL M. 
Peck, KENNETH Epwin Barr and KennetH E. Markuson, J. Allergy 


16:51 (Jan.) 1945. 


The authors report on 20 patients in whom dermatitis developed after they had 
worked for about one month in a plant that manufactures cemented carbides. The 
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eruption was of the erythematous, papular type and lesions involved the cubital 
spaces, flexor portions of the forearms, backs of the hands and the eyelids. In a 
few patients the eruption was generalized. 

Patch tests with metallic cobalt powder and a loose black powdery mixture 
containing all metals elicited positive reactions in 6 workers tested. The other 
ingredients of cemented carbides, including tungsten, tantalum, titanium carbides 
and carbon, gave negative reactions. The authors conclude that cobalt was the 
cause of the dermatitis. 

Practical preventive measures are outlined. Maw 


30NE LESIONS OF CONGENITAL SYPHILIS IN INFANTS AND ADOLESCENTS. P. E 
Russo and L. F. Suryock, Radiology 44:477 (May) 1945. 


In 46 syphilitic children, the highest incidence of lesions of bone were found in 
infants less than 5 months of age; the predominant osseous lesions were generalized 
osteochondritis and periostitis. After the first year osteitis and osteomyelitis were 
the lesions most frequently found, usually associated with a periostitis. 


THE TREATMENT OF Post-IRRADIATIONAL ULCERS BY RADON OINTMENT. A. G. S 
Cooper and D. F. Rosertson, M. J. Australia 1:297 (March 24) 1945. 


Of sixty-nine malignant ulcers treated by radiation, twenty recurred, forty-one 
have been completely healed and eight have improved. The lesions were treated 
by radon-impregnated petrolatum as outlined by Uhlmann. Cooper and Robertson 
gained the impression that the alpha ray therapy in small dosage stimulated and 
promoted the growth of vascular epithelial tissue. The treatment does not add 
further damaging irradiation to an area already too heavily irradiated. Although 
beta and gamma rays are also emitted as a result of decay of radon in the ointment, 
they produce an ionization density no more than one hundredth that from the alpha 
rays to which the recovery of tissue is attributed. The ointment used does not 
have any retarding effect on a malignant lesion. 


THE INFLUENCE OF MALARIA ON THE KLINE AND COMPLEMENT FIXATION (WASSER- 
MANN) TEsTs FoR SypuHitis. C. B. Cox and M. J. Durant, M. J. Australia 
1:320 (March 31) 1945. 

Seventeen doubtiul and positive reactions to the Kline test were obtained in a 
total of 175 specimens of serum from nonsyphilitic patients suffering from acute 
malaria. In this series of specimens but four weak positive reactions to the 
Wassermann test were obtained. In 140 specimens of serum from nonsyphilitic 
patients convalescent from malaria 22 doubtful or positive reactions to the Kline 
test were obtained. In this series there were but three positive reactions to the 
Wassermann test. 

Correspondence in serologic reactions was not seen with serum tested during 
both the acute and the convalescent stage. There is little risk of branding a patient 
with malaria as syphilitic if repeated examinations of the serum are made at 
intervals, both a flocculation test and a complement fixation test being employed. 


HENSCHEL, Denver. 


LyMPHADENOSIS BENIGNA CuTIs: CLINICAL AND PATHOLOGICAL Stupy. B. Bar- 
VERSTEDT, Acta dermat.-venereol., 1943, supp. 2. 

An attempt is made to classify and clarify the confusing situation which exists 
with respect to a group of tumors of the cutis and subcutis which are composed of 
lymphoreticular tissue and characterized by a benign course. 

In the past, two types of such tumors have been differentiated: (1) Spiegler- 
Fendt sarcoid and (2) lymphocytoma. Bafverstedt is of the opinion that the classi- 
fication should be revised and that tumors described under these two headings 
constitute one entity. He suggests a new term for this widened conception, “lymph- 


adenosis benigna cutis.” 
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On the basis of this new classification, materials from 41 cases were studied, and 

i review was made in respect to clinical appearance, histology, etiology, patho- 
genesis, differential diagnosis, treatment and prognosis of this disease 

Lymphadenosis benigna cutis attacks persons of all ages and occurs two to 

1 in men. The tumors involving the 

cutis and adjoining parts of the subcutis are bluish red and vary in size from small 


hree times more frequently in women tha 


nodules to tumors of the size of a closed fist and plaques several times as large as 
a man’s palm. These lesions may disappear spontaneously, sometimes leaving 
atrophic scars. 

Two forms of the disease can be distinguished: (1) isolated tumors which may 
ippear in several localized regions and (2) multiple disseminated tumefactions. 
[he former occur in persons of all ages and are most common on the face, lobes 
of the ears, nipples and scrotum. These are slow growing and seldom recur after 
treatment. The latter, which are comparatively rare, attack older persons and 
appear in several regions of the body simultaneously. The tumors in this form are 
large and deep and have a protracted course and a tendency to recur. 

The tumors are made up of reticuloid and lymphocytic cells in a thin argento- 
phile reticulum to form a lymphoreticular mass. The reticuloid cells usually pre- 
dominate. The presence of plasma cells and swelling or proliferation of the 
fascicular endothelium are constant findings. This is the general picture of lymphatic 
tissue after slight or moderate inflammation. In these tumors, in addition, poly- 
morphonuclear leukocytes are sometimes present. 

The disease is definitely benign. There is no evidence of similar lesions in 
places other than the skin. There is no change in the normal blood picture. The 
only change in the hemopoietic system is a mild occasional regional lymphadenitis. 
Malignant degeneration has never been demonstrated. 

The cause is unknown, but the author believes that in many instances the disease 
is a peculiar type of reaction to irritation, which may be pruritus, trauma, an insect 
bite and, possibly, venous stasis. It occurs occasionally in conjunction with atrophic 
or sclerosing processes (acrodermatitis atrophicans, scleroderma, cutaneous nodules, 
and others). The diagnosis, to be other than presumptive, must be made by his- 
tologic examination. Examination should include smears of blood and possibly of 
bone marrow. 

The disease must be differentiated from leukemic or aleukemic lymphadenitis, 
Boeck’s sarcoid, lupus erythematosus tumidus, round cell sarcoma and polymorphous 
sarcoma. 

Both varieties are highly sensitive to irradiation. After roentgen ray therapy, 
the isolated tumors do not as a rule recur. The multiple disseminated type does 
recur, and no statement can be made as to whether a complete recovery is possible. 
For the latter type, arsenic has been administered with varying success. 

The prognosfs as to life is good in both varieties. As to recovery, it is good in 
the isolated form but doubtful in the multiple disseminated form. 


THE SEDIMENTATION RATE IN Sypuitis. T. Stryyeckr, Acta dermat.-venereol. 
21:605 (Aug.) 1940. 


Although the increase in the sedimentation rate is not specific or characteristic 
for any disease and only points to a disturbance in the protein system of the plasma, 
the author feels that it is of value in the diagnosis and prognosis of syphilis. 

In primary lesions which on dark field examination are negative for spirochetes 
the increase in sedimentation rate (10 to 20 to 30 mm.) will serve to differentiate 
the ulceration of syphilitic origin from one of nonsyphilitic origin. In the latter 
the sedimentation rate will be normal (3 to 5 mm.). In a generalized syphilitic 
eruption the sedimentation rate will be accelerated (50 to 70 to 115 mm.), while an 
eruption of nonsyphilitic origin will not reveal this acceleration. This phenomenon, 
therefore, permits one to make a differential diagnosis within an hour. 

The Biernacki reaction also serves to differentiate cases in which positive 
serologic reactions are found in spite of maximum therapy (serologic fastness) from 
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those which show positive reactions with no or inadequate treatment (late latent 
syphilis). In the former the sedimentation rate would be 3 to 4 mm., while in 
the latter the rate would be accelerated. In this respect it also aids in controlling 
the efficiency of antisyphilitic therapy, the sedimentation rate gradually being 
decelerated with effective therapy. 


Cutis RHOMBOIDALIS NUCHAE. F. Kocoj, Acta dermat.-venereol. 21:631 (Aug.) 
1940. 


In a survey of 860 peasants in the mountainous country near Travinik in Yugo- 
slavia, 22.79 per cent had cutis rhomboidalis nuchae, of which 72.72 per cent were 
over 80 years of age. No cases of its occurrence were observed in persons under 
23 years of age. The principal provoking factor is the repeated exposure to ultra- 
violet rays at an altitude of 800 to 1,600 meters, with the possibility of tar acting as 
a sensitizing agent. The disease was almost always bilateral; in only 1 case in 196 
was it unilateral. Colloid degeneration of the conjunctiva was constantly observed 
as an associated change. In fact, a diagnosis of cutis rhomboidalis nuchae cannot 
be made unless the conjunctival degeneration is present. Histologically, there are 
degeneration of both collagen and elastin and dilatation of the blood vessels. Cutis 
rhomboidalis nuchae is, in Kogoj’s opinion, not a precancerosis, such as farmer’s or 
sailor’s skin, but a degenerative atrophy. 


THE TREATMENT OF VITILIGO WITH INTRADERMAL ADMINISTRATION OF GoLp. K. L. 
Yonc, Acta dermat.-venereol. 21:657 (Nov.) 1940. 


Nine patients with vitiligo and 1 with albinism were treated by injections of a 
gold compound (lopion). The 9 with vitiligo were treated by the intradermal 
method, and the albino was treated by both intravenous and intradermal methods. 
Ultraviolet ray therapy was given to 2 patients and then discontinued when the 
author decided that it was superfluous. Pigmentation appeared at the site of injec- 
tion in all the patients with vitiligo, irrespective of subsequent ultraviolet irradiation. 
The treatment of the albinism was a complete failure, disproving, according to the 
author, that pigmentation is due to the local deposit of gold in the injected areas. 
No serious side reaction developed in any of these patients, although a mild scaly 
dermatitis, which disappeared in one week when treatment was discontinued, 
appeared at the sites of injection in several patients. 

The author concludes that gold somehow stimulates the exhausted melanoblasts 
in vitiliginous areas and could not possibly help albinos, since in them melanoblasts 
are totally absent. 


CONGENITAL EcToDERMAL DySPLASIA OF THE ANHIDROTIC Type. O. KoaLunp- 
JORGENSEN and J. F. CHRISTENSEN, Acta dermat.-venereol. 22:1 (Feb.) 1941. 


Congenital ectodermal dysplasia of the anhidrotic type is characterized by the 
absence of sweat glands, deficient dentition, poor development of the scalp hair, 
saddle-shaped nose, atrophic rhinitis, and occasionally the absence of sebaceous and 
mammary glands. 

A review of the literature produced 58 cases, to which the authors add 2 of their 
own. The patients in the 2 cases described were brothers, children of a consan- 
guineous marriage. 

Sections of normal skins were examined microscopically and showed the absence 
of sweat glands, sebaceous glands and hair follicles. 

These patients suffered great discomfort due to the absence of sweat glands, 
with resulting lack of heat regulation. In hot weather or on exertion, the body 
temperature became elevated and they suffered from headache and became dyspneic. 
Any febrile infection made them acutely ill. 

In most of the authenticated cases in the literature the disease is familial. In all 
but 7 cases the patients were males, and it is suggested that, like hemophilia, the 
dysplasia is inherited as a sex-linked recessive. 


Rosrnson, Washington, D. C. 
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PHILADELPHIA DERMATOLOGICAL SOCIETY 


Carmen C. Thomas, M.D., Chairman 
Reuben Friedman, M.D., Secretary 
Oct. 20, 1944 


Tinea Capitis, Partly Cured Twice with Local Applications, and Now 
Resistant to Treatment. Presented by Dr. Joun F. WILson. 


W. P., a white boy aged 3% years, presented a patchy loss of hair two months 
ago. He has been treated with 5 per cent iodine crystals in a wetting agent base. 
On two occasions examination of the scalp under Wood's filter revealed no fluo- 
rescence. It reveals, now, however, fluorescent hair. The hair at present is 
shaved off. 


y 
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Tinea Capitis, Cured with Local Applications. Presented by Dr. Jonn F. 

WILSON. 

C. D., a Negro boy aged 8 years, presented a patchy loss of hair over the entire 
scalp about two months ago. Examination with Wood's filter showed many 
fluorescent areas typical of ringworm of the scalp, and a culture of the hairs was 
reported positive for Microsporon audouini. The patient was treated with 5 per 
cent solution of iodine crystals in a wetting agent base for two months. He now 
has a normal regrowth of hair, and examination under Wood’s filter reveals no 
fluorescence. 


Tinea Capitis, Cured with Local Applications. Presented by Dr. Joun F. 

WILSON. 

M. D., a Negro boy aged 11 years, presented a patchy loss of hair from the 
scalp a month ago. Examination under Wood’s filter showed fluorescent hairs. 
A culture of the hairs produced no growth. Culture of the hair from his brother 
had revealed M. audouini. The patient was treated with local applications of 3 per 
cent chrysarobin, 5 per cent salicylic acid and 5 per cent ammoniated mercury in a 
wetting agent base for one month. There is now a normal regrowth of hair, not 
fluorescing under examination with Wood's filter. 


DISCUSSION OF THE CASES OF TINEA CAPITIS 


Dr. J. V. Krauper: I think that Dr. Wilson should enlarge on the fact that 
the disease in each case was cured and then recurred. 

Dr. JoHn F. Witson: The question in the first case has been as to whether 
any of the hairs did fluoresce. When first examined, the patient had fluorescent 
hairs throughout the entire scalp. Then, after treatment for about a month, there 
was no more fluorescence. At the end of another month or six weeks there was 
fluorescence again. I cannot say whether that was due to the growth of still 
infected hairs beyond the level of the scalp or to reinfection. I treated the patient 
again for approximately another month, and the fluorescence disappeared. A month 
later, fluorescence reappeared. Three months have since elapsed, and I have not 
been able to make the fluorescence disappear. Because of the fact that I keep the 
heads of the patients closely shaven, it is difficult to remove any hair easily with 
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forceps and I have not attempted any more cultures. I feel that to the practiced 
eye there is no question whatever about what is fluorescence and what is not. 

Dr. SicmuND S. GreENBAUM: Dr. Wilson, I think, has accepted the conclusion, 
with which I agree, that Wood's filter is of no avail when the hair is below the 
level of the surface of the scalp. Cultures then are certainly indicated, if materials 
for culture are obtainable. In the white child the hair has grown fast enough to 
show that Dr. Wilson’s wetting agent has not effected a complete cure. 

Dr. J. V. Kvauper: Examinations under Wood's filter that repeatedly reveal 
no evidence of fluorescence overcome that objection. I do not think that any one 
regards a single examination under Wood's filter revealing no fluorescence as evi 
dence of cure. In Dr. Wilson’s cases there were repeated examinations. 

Dr. SIGMUND S. GREENBAUM: Dr. Wilson states that the Negro children have 
been observed for three or four months. I think that Negro children should be 
observed for longer periods than that because their hair grows so slowly. I do not 
think that one should regard the 2 Negro children as cured until a period of six 
months has elapsed. 

Dr. JoHN F. Witson: We are now in the midst of an epidemic of ringworm 
of the scalp. If epilation by roentgen rays is the therapeutic answer to this 
epidemic, then why not examine under Wood's filter every child under the age of 
13 or 14, under public health auspices, and then have every patient with ringworm 
receive epilation therapy with roentgen rays? 

Dr. HERMAN BEERMAN: The problem is how to get all the necessary x-ray 
machines, personnel, Wood's filters and physicians capable of interpreting what the 
Wood filter reveals. 

Dr. Frep D. WerpMAN: It takes money properly to combat this epidemic, ahd 
public health authorities must reconcile themselves to this fact. This is a matter 
that concerns children and their education in Philadelphia, and I think that success 
in the treatment can be achieved only by the use of roentgen rays, and that means 
money. It is an imposition to try to wheedle dermatologists and radiologists to 
take on this work gratis. Physicians ought to do so no more than lawyers ought 
to give their services for nothing in public matters. Epidemics of ringworm are 
ancient history. The epidemic in Paris was so severe that schools for children 
with ringworm were created, and the same was true in Edinburgh. The epidemic 
in Paris was not overcome until Sabouraud made arrangements for the children 
to be treated with roentgen rays, whereupon the ringworm schools soon closed. 
Another thing that annoys me is the fact that not enough dermatologists are using 
roentgen rays for epilation. This must be corrected, or else the reputation of 
dermatology will suffer. Incidentally, Dr. C. Guy Lane told me that he standardizes 
his apparatus with a Victor meter preceding each epilation. 

Dr. CARMEN C. THomMaAs: There seems to be a feeling among radiologists that 
the modern x-ray tubes are somewhat dangerous to use because of too great con- 
centration of the rays. 

Dr. REUBEN FRIEDMAN: Our department of radiology refuses to give treatment 
in such cases. Its objection is based on a wholesome regard for the pituitary gland. 
It contends that it is not without danger to that gland to subject these youngsters 
to the cross-firing technic of roentgen ray epilation. 

CoMMANDER H. E. Twintnc (MC), U.S.N.R.: In a service of fifteen years 
at a local hospital there was no epidemic but there were many cases of tinea capitis. 
Thallium acetate was used for children under 12 years of age, strict attention being 
given to their weight and to the dosage. I never had any toxic effects in patients 
so treated. Why cannot thallium acetate now be used for children under 11 or 12? 


Dr. REUBEN FRIEDMAN: In the last twelve or thirteen years I must have 
treated a minimum of 50 patients with thallium acetate (Merck). My results were 
uniformly good, although a considerable number of the patients had temporary 
mild toxic effects, chiefly in the form of neuritic pains in the lower extremities. 
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Last year I had occasion to treat 2 private and 2 clinic patients with thallium 
wcetate, with unfortunate immediate sequelae, although all 4 ultimately made good 
recoveries. I have decided not to use the drug again. 

Dr. JoHN F. Witson: There is some question whether the domestic thallium 
acetate is pure enough. I have enough of the prewar drug to treat about 70 patients, 
and I have been considering using it. Incidentally, with tinea capitis so tremen 
dously prevalent, what is to prevent recurrence after treatment? I have not felt 
that 1 wanted to use roentgen rays on patients and then send them out to take 
chances on reinfection. 

Dr. SIGMUND S. GREENBAUM L think that ringworm of the scalp in Negro 
children in Philadelphia is endemic and that it has become epidemic in the white 
children. 1 think that they get it from the back rests of the chairs in the motion 
picture houses. My experience with thallium acetate has been good over many 
years. In one case there was peripheral neuritis and in another muscular weakness, 
but the patients recovered. I am afraid of the drug and select the children to 
receive it. 

Dr. BERNARD L. KAHN: About six years ago I treated 18 patients at a local 
hospital with thallium acetate. I had no trouble so long as the dosage was correctly 
measured, and I had the best results in children 6 to 12 years of age. One youngster 
in whom neuritis developed was found to be 13, whereas he had been entered as 
heing 1] years old. He made a good recovery. 

Dr. THomMas BurrerwortH, Reading, Pa.: [ am not convinced that tinea capitis 
caused by M. audouini cannot be cured by chemical means. There have been out 
breaks at an institution for feebleminded persons. They occurred at intervals in 
various cottages during the ten years that I have been connected with the institu- 
tion. One of the most important requirements for successful treatment is attention 
to details and proper nursing care. The criterion for cure is to put the treated 
hildren back into a cottage with the other 75 or 80 children, and if an epidemic 
does not break out in a few months in that cottage it is known that the original 
patients were cured. In the program followed in this institution, the hair of the 
scalp is shaved weekly. 

After the article on the use of diethylstilbestrol appeared, | prescribed 3 mg. 
of the drug to be taken three times a day. I also used a preparation containing 
6 to 12 per cent iodine crystals in equal parts of phenol and camphor. This was 
rubbed thoroughly into the scalps of the patients once or twice a day until it 
was felt that the children were cured. They were then sent back to their cottages, 
and there have been no epidemics in them. It is only recently that epidemic ring 
worm has reached Reading, although not to the degree now being experienced in 
the schools in Philadelphia. I think that the main thing in private practice is for 
the physician to tell the parents what he wants done, and if they do not do it to 
tell them to change physicians. 

Dk. BERTRAM SHAFFER: How much estrogenic substance do you administer ? 

Dr. THomas Buttrerwortn, Reading, Pa.: Three milligrams a day. Ii the 
breasts do not become enlarged and dark, there will not be any therapeutic effect. 
Some physicians use 5 mg. 

Dr. J. V. Kiauper: I obtained a therapeutic effect with the use of 0.25 mg. 
twice a day for three weeks. I was under the impression that I obtained an 
appreciable percentage of cures. However, when results in all the cases were 
tabulated, to my surprise it was found that only 2 out of about 30 patients were 
ured. Both were males. 


Dr. SIGMUND S. GREENBAUM: I do not believe that an estrogenic substance 
will cure an infection of the scalp due to M. audouini. It will rapidly cure children 
infected with animal ringworm. Three boys who contracted the infection from a 
log were cured within a month after the administration of diethylstilbestrol. Later, 
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I used it for patients who appeared clinically to have M. audouini infections but 
failed to obtain any cures. 

Dr. THomMAS BUTTERWORTH, Reading, Pa I at first used 0.5 mg. twice a 
day but did not get good results. Gynecologists whom I consulted were not amazed 
at the use of 3 mg., which is the dose they give in the treatment of vaginitis 

Dr. Joun F. Witson: There is a difference of opinion about that drug. Some 
endocrinologists feel that one cannot give large doses of it for any length of time 
with safety. One man brought up the question whether the untoward results are 
immediate or not. They may be delayed. In view of the dispute as to the efficacy 
of diethylstilbestrol and its questionable safety, one wonders whether it should be 


used at all 


Vitamin A Deficiency Producing Follicular Hyperkeratosis. Presented by 

Dr. Marjory K. Harpy. 

R. D., a Negro girl aged 9 years, pale and undernourished, presents on the 
extensor surfaces of the arms and forearms and on the dorsa of the hands and 
fingers hyperpigmented and hyperkeratotic follicular black papules. They have 
intrafollicular horny plugs producing a nutmeg-grater-like appearance. There are 
similar lesions on the extensor and flexor surfaces of the legs and the lower part 
of the thighs. The palms are dry and thickened. The patient has had the usual 
childhood diseases. Her diet is inadequate, consisting of cereals, pancakes, grits 
and bread. It is deficient in fruits and vegetables. A complete blood count 
revealed: hemoglobin, 68.3 per cent (10.5 Gm.) ; erythrocytes, 3,920,000, and leuko 
cytes, 6,850, with 39 per cent polymorphonuclear leukocytes, 54 per cent lympho 
cytes, 3 per cent monocytes and 4 per cent eosinophils. The patient was given 
50,000 U. S. P. units of vitamin A by mouth for six weeks, with appreciable 
improvement. She has received 100,000 units of vitamin A by injection for the 
past five weeks, with 60 per cent improvement. 

DISCUSSION 

Dr. SiGMUND S. GREENBAUM: The child is decidedly undernourished, and one 
would wonder why there is not a vitamin C and vitamin D deficiency in addition 
She has been on a grits and bread diet, which might take care of the vitamin B 
requirements, but it is hard to account for the others. ; 

Dr. Maryory K. Harpy: I think that this girl’s case fits into the group of 
cases, described two years ago by C. N. Frazier and others (ArcH. Dermat. & 
SypH. 48:1-14 [July] 1943), of a deficiency disease observed in Chinese children, 
of whom it was mentioned that the dermatosis worsened as the children neared 


puberty. 


Morphea, Improved by Bismuth Therapy. Presented by Dr. J. V. KLAuper. 


M. R., a white woman aged 48 years, was first seen on Oct. 11, 1944, at which 
time she presented on the left side of the chest a bandlike area of scleroderma about 
6 inches (15 cm.) long and 2 inches (5 cm.) wide, the surface of which was smooth 
and white and hard to the touch. Its duration was about four months. There 
was no history of injury preceding the appearance of the lesion. Examination of 
the rest of the cutaneous surface revealed no abnormalities. The patient received 
one injection of 1.5 cc. of bismuth subsalicylate intramuscularly. One week later 
there was an apparent improvement in the lesion, inasmuch as the surface was 


wrinkled and the hardness was less pronounced. 


‘DISCUSSION 


Dr. Frep D. WetIpbMAN: Why did you use the bismuth compounds ? 
Dr. J. V. Kirauper: At the last meeting of this Society, Dr. Stokes mentioned 
treatment of this disease with a bismuth compound, citing a French report. He 
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eported striking results obtained trom the use of bismuth hydroxide. Definite 
improvement followed the first injection and has continued following the second 
nyection. 

Nott The induration had practically disappeared following six consecutive 


veekly injections of the bismuth compound 


Pustuloulcerative (Frambesiform) Syphilid. Presented by Dr. M. | 
NIEDELMAN and Dr. Morris MArRKowIrTz 


E. D., a Negro man aged 47, presents numerous crusted and ulcerated lesions 


with a foul odor on the scalp, face and neck. There are also a number of papular 
lesions on the face A few scattered crusted lesions are present on the body 
The patient was circumcised about one year ago, at which time the serologic 


reaction of the blood was negative for syphilis \bout five months ago, there 
developed a painless penile lesion which remained for one month. Following this, 
an ulcerative lesion appeared on the left palm followed by numerous papular lesions 
on the body and the face. The Kolmer-Wassermann reaction of the blood was 
strongly positive. The patient has had one intramuscular injection of a bismuth 
compound. I saw him for the first time three days ago 

Note.—After four intravenous injections of oxophenarsine hydrochloride within 
a period of two weeks, the patient's lesions have almost disappeared. 


Dr. BERTRAM SHAFFER: A biopsy and culture should be pertormed to eliminate 
hlastomycosis. 

Dk. SIGMUND S. GREENBAUM: It 1s most unusual for an early secondary syphilid 
to be ulcerative. It does ulcerate in precocious malignant syphilis. This looks 


more like a frambesiform type of syphilis 


Scleroderma, Generalized Progressive. I’resented by Dk. S. Wright 


RK. C., a white woman aged 35, early in 1942 noted thickening of her skin and 
lificulty in movement. During a pregnancy she improved temporarily, but other- 
vise the disease has progressed rapidly. There is a widespread typical scleroderma 
particularly involving the arm. The left elbow shows a superficial ulcer about 
1 cm. in diameter. The patient had been given diethylstilbestrol previously and 
has also received injections of estrogenic substances, a bismuth compound intra- 
muscularly and massive doses of vitamin A intramuscularly, with no striking 
results. The patient is presented for therapeutic suggestions. 

DISCUSSION 

Dk. SIGMUND S. GREENBAUM: This is the type ot case that the Mayo group, 
particularly O’Leary, have been describing for some years, in which the phenomena 
are closely associated with Raynaud's syndrome. In these cases O’Leary thinks 
that he has obtained good results with neostigmine. 

Dr. CARMEN C. THomas: I have found neostigmine more effective against the 
morpheaform type; in fact, any treatment is more effective against that type. 


Sarcoidosis, with Involvement of the Nose. Presented by Dr. Marjory K 
Harpy. 


This patient was presented before the Society in May 1942 (Arcu. Dermat. 
& Sypu. 47:444 [March] 1943). 

C. W., a Negro woman aged 38, thin and appearing younger than her given 
age, when first seen, in 1942, presented small soft papules around both eyes, a few 
lesions on the lobes of the ears and larger lesions on the lip. There was a non- 
painful swelling involving the lower part of the nasal septum. The lesions on the 
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lids and the ears have cleared, but the nasal lesions have increased in size, involv 
ing both sides of the nose. These lesions are hard and dusky red. 

The report on a roentgenogram of the chest made in September 1944 was as 
follows: There were increased markings of the base of the right lung. Otherwise, 
the lungs were clear. There were nodular swellings at the end of the nose but 
no destruction of the nasal bone. A complete blood count revealed: hemoglobin, 
71.5 per cent (11 Gm.) ; erythrocytes, 4,210,000, and leukocytes, 5,350, with 42 per 
cent polymorphonuclear leukocytes, 36 per cent lymphocyte§, 18 per cent monocytes, 
2 per cent eosinophils and 2 per cent basophils. 

In May 1942, Dr. Fred D. Weidman diagnosed the disease as tuberculosis from 
a biopsy specimen. 

The cutaneous lesions have practically disappeared, except one on the upper lip 
The nasal lesion has undergone about 25 per cent involution since the administration 
of gold sodium thiosulfate to a total of 400 mg. 


DISCUSSION 


Dr. Carmen C. Thomas: The local treatment of these lesions with solid 
carbon dioxide has given excellent results in a similar kind of tuberculosis with 
sarcoid-like features. There was rapid improvement. 

Dr. Marjory K. Harpy: Two years ago there was involvement of one finger 
There is no involvement of the nasal bone now. The original lesion selected for 
biopsy was a soft papular area on the back of the neck. 


Alopecia Cicatrisata. Presented by Dr. J. V. KLauper. 


F. B., a white boy aged 16, has always, according to his mother, had bald 
areas on the scalp and sparse hair. Almost the entire top of the scalp is devoid 
of hair, and the skin is shining and atrophic. At the periphery of the bald area 
the hair is sparse and coarse and feels like straw. There are scattered pustules 
and red puncta which center around a hair follicle. The hair of the eyebrows and 
pubic region is scanty, and in some areas there is folliculitis. There are no hairs 
on the lids and chest or in the axillas. 

The breasts are absent, as is the right nipple, the left nipple being rudimentary 
The upper teeth are absent; the lower ones are poorly spaced and dwarfed. The 
skin is dry and coarse. There are lesions of keratosis pilaris on the thighs and 
forearms. The nails are unaffected. : 

The boy is apparently of normal intelligence. The parents are not related. He 
has three older sisters, who are in good health. His basal metabolic rate is —11 per 
cent. His mother said that when he was 9 years of age he was treated with a 
variety of glandular products, without apparent benefit. 

The patient was first seen by me in June 1944. For a limited period a 5 per 
cent sulfathiazole ointment was used on the areas of folliculitis; subsequently a 
6 per cent ammoniated mercury ointment was administered. It is still being used 
In addition, he is taking 25,000 U. S. P. units twice daily of vitamin A and 2 tea- 
spoons, three times daily of hydrolyzed wool (Brown, H., and Klauder, J. V.: 
Sulphur Content of Hair and of Nails in Abnormal States: Therapeutic Value of 
Hydrolyzed Wool; I. Hair, ArcuH. Dermat. & Sypn. 27:584 [April 1] 1933) for 
its effect on sulfur metabolism. There has been no increase in growth of hair, but 
the folliculitis is less apparent and the general health of the patient has improved 
He has gained weight. The skin is less dry, and the keratosis pilaris has improved 


DISCUSSION 


Dr. J. V. Keauper: I think that there has been an improvement in the patient's 
general health and in the decrease of the lesions of folliculitis following the therapy 
detailed in the protocol. I should like to study the sulfur balance. It would be 
interesting to see whether the balance is altered. The disease looks like a dystrophy 
of the keratin-forming apparatus, and that would be a pertinent study. 
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Dr. StiGMUND S. GREENBAUM: I think that a condition as diffuse as this is 
nvolves a dystrophy. The papillae of the tongue are absent, and I wonder whether 
here is any ectodermal defect in addition. 

Dr. J. V. Kiauper: That brings up the question of how much these are 
elated to the dystrophy. 

Dr. BERNARD L. KAHN: Why did you give him hydrous wool fat: 

Dr. J. V. Kiauper: Not hydrous wool fat, hydrolyzed wool. Hydrolyzed 

ool is a means of giving the sulfur protein compounds by mouth. There is no 
soluble form of organic sulfur. Sodium thiosulfate 1s one of the inorganic sulfur 
mpounds; hence, Brown conceived the idea of hydrolyzed wool, which contains 
all the amino acid-containing sulfur compounds present in hair, notably cystine. 
lhe reason was to support the sulfur metabolism by giving these sulfur compounds 

Dr. Frep D. WEIDMAN: I have not followed this patient over weeks and months 
as Dr. Klauder has, and I should like to ask him whether he feels that this patient 
ippears to be older than his age. Since there is dystrophy of his teeth and a certain 
tendency to alopecia on his forearms, and so forth, maybe this is a case of sub 
clinical progeria, premature senility. It seemed to me that this boy appeared to be 
older than 16 years. 

Dr. REUREN FRIEDMAN: The semblance of senility is one of the symptoms that 
are seen in hereditary ectodermal dysplasia of the anhidrotic type. This case 
presents a double picture, one of folliculitis decalvans and the other of hereditary 
ectodermal dysplasia of the anhidrotic type. 

Dr. Frep D. WetpMAN: I thought of progeria, too, but the patient’s nose is 
of the wrong type. He has a hooknose. 


Chronic Lymphatic Leukemia; Cutaneous Lesions Following Irradiation. 
Presented by Dr. Jonn W. Lentz. 


F. R., a white woman aged 63, was admitted to the hospital on May 19, 1944 
and discharged on June 9, with a diagnosis of chronic lymphatic leukemia. On 
this admission generalized lymphadenopathy and pronounced enlargement of the 
liver and spleen were noted. There is no record of any complaints relative to the 
skin. Physical examination disclosed no abnormalities of the skin.’ The patient 
returned to the hospital on September 11, with a chief complaint of successive 
crops of blebs that itched. They first appeared about August 20, on the arms 
and then developed on the face and finally on the abdomen, chest and back. There 
were none on the legs but some on the soles. Blebs appeared, opened and then 
dried. At this second admission, generalized lymphadenopathy was again noted 
The skin was generally involved, with lesions on the chest, abdomen, back and all 
four extremities. The lesions are small papules which develop into small bullae, 
3 to 5 cm. in diameter, containing clear fluid. A small area of inflammation was 
noted around each lesion. In addition, there were roughly circular areas, 1 cm 
in diameter, which were dark and hemorrhagic. The last were most pronounced 


mn the forearms and ankles. The face was clear at the time of examination, 
although the patient states that papules have appeared there previously. There is 
severe pruritus. 

A hemogram made in May 1944 revealed hemoglobin, 81 per cent; erythrocytes, 
4.480,000, and leukocytes, 83,000, with 11 per cent neutrophils and 89 per cent 
lymphocytes. A hemogram in June, following roentgen ray therapy, showed: 
hemoglobin, 68 per cent; erythrocytes, 3,850,000, and leukocytes, 7,700, with 64 per 
ent lymphocytes. The urine was normal, except for a faint trace of albumin on 
two occasions. The Wassermann and Kline reactions of the blood for syphilis 


ere negative. 
A roentgenogram of the chest showed no unhealed pulmonary disease but inden- 
tation and deflection of the trachea to the right, probably due to enlarged nodes 
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Results of a urinalysis on the patient’s second admission to the hospital proved 
normal. 

A hemogram made in September showed: hemoglobin, 68 per cent; erythrocytes, 
4,420,000, and leukocytes, 15,000, with 39 per cent neutrophils, 59 per cent lympho- 
cytes and 2 per cent monocytes. 

Since May 1944, the patient has received roentgen ray therapy as follows: 
Divided doses to different fields were given at 200 kilovolts through a Thoreus 
filter. The totals to the various cutaneous areas are as follows: spleen, 828 r; 
right groin, 276 r; right axilla; 276 r; right side of neck, 254 r; left groin, 276 r; 
left axilla, 276 r, and left side of neck, 254 r. 

The last treatment was given on August 4. 


DISCUSSION 


Dr. Joun W. Lentz: One of the interesting things about this case is that the 
patient did not have any cutaneous lesions until after she had received irradiation. 

Dr. Frep D. WeipMan: Before I saw the diagnosis recorded on the history 
sheet, I was struck with the rapidity of the development of these lesions, correspond- 
ing to the wheals which appear tonight. I wondered whether it was an unusual 
expression of woody edema. It would be remarkable for lesions of that size to 
develop as a result of proliferation of lymphocytes in leukemia. The tendency is to 
regard the lymphocytes as proliferating in situ in this disease instead of emigrating 
from blood vessels 


Multiple Neurofibromatosis with Sarcoma (Now Excised). Presented by 
Dr. CARMEN C. THOMAS. 

D. O., a white woman aged 23, presents over the trunk and extremities many 
various-sized brown macules, some pinhead sized, others 2 to 3 cm. in diameter. 
When the patient was first seen, in May 1944, a palm-sized brown irregular flat 
mass was present on the lower part of the left side of the thorax, with a lemon- 
sized ulcerating mass projecting from its surface. There are several soft skiy- 
colored tumors, 1 ecm. or more in diameter, present on the arms and thighs. These 
can be pushed below the cutaneous surface. Some of these tumors show telangiec- 
tatic surfaces. The patient has had a brown mole on the left side of her chest all 
her life. A hard lump developed there ten months ago and became ulcerated two 
weeks before admission to the hospital in May 1944. In 1937 she received three 
roentgen ray treatments to the left side of the chest. A nodule from the right side 
ot the chest was excised on Oct. 22, 1940. A diagnosis of neurinoma was made. 

A roentgenogram of the chest showed a cystic defect in the right tenth rib 
posteriorly. The skull and the left arm and right leg revealed no evidence of osseous 
involvement. 

The report on the biopsy stated that the tumor consisted of bundles of spindle- 
shaped cells, some of which had elongated and had irregular nuclei. Occasional 
mitoses and multinucleated cells were seen. Numerous vessels were found in the 
mass, some of which contained tumor cells. The tumor was partly encapsulated. 
Its origin was probably in the perineural sheath. The diagnosis was perineural 
fibroblastoma (malignant von Recklinghausen’s disease). The entire mass on the 
left side of the chest was excised and replaced with a full thickness skin graft on 
May 12, 1944. Since then the patient has gained weight and feels well. 


DISCUSSION 


Dr. CarMEN C. Tuomas: Have any of the members any views on the prog- 
nosis in this type of case after the removal of such a tumor? 


Dr. Bernarp L. Kaun: I had a patient with involvement of the lower jaw 
The result was fatal after about sixteen months. 
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Arteriosclerotic Ulcer of the Leg. Presented by Dr. BerTRAM SHAFFER 


S. G.. a white man aged 8&0, presents extensive but partially healed ulcerations 
involving the anterior and lateral aspects of the lower half of the right leg. Twenty 
vears ago the patient fell and injured this leg. An ulceration developed, which 
persisted until the present time. Unna boots and various local applications in out 
patient departments did not help. He was admitted to the hospital on Sept. 11, 
1944. He had “pus on his knee” twelve years ago. The veins on the right leg 
vere “tied” ten years ago. He has a cataract in his right eye, a right inguinal 
hernia and generalized arteriosclerosis. The patient's Wassermann reaction was 
negative. The blood cell count and the blood chemistry were normal. He has 
shown striking improvement since the application of red blood cell paste of unknown 
composition. 

DISCUSSION 

Dr. BERNARD L. Kann: I last saw this patient about four months ago. He 
had a pronounced purulent discharge on his right leg with a mixed infection, 
staphylococci. predominating. Penicillin was injected, 20,000 units every four 
hours, but only enough was available for five injections. Within twenty-four 
hours the lesion practically dried, and the odor disappeared. 


Ulcers of the Leg (Trophic; Factitial; Arteriosclerotic; Traumatic?). 
Presented by Dr. BERTRAM SHAFFER. 


M. M., a white woman aged 66, active and intelligent, presents a superticial 
ulceration on the outer aspect of each leg, near the ankle. The ulcer on the left 
leg is 10 cm. in diameter and on the right is 5 cm. in diameter. The granulations 
appear healthy and hypertrophic. Little reaction is found at the periphery of the 
lesions. They have a geometric outline. A “pimple” developed on the leit leg 
eight months ago. One month later the right leg was injured. Both sites became 
ulcerated. She was admitted to the hospital on Sept. 13, 1944. She has a hyper- 
tensive arteriosclerotic cardiovascular disease. The Wassermann reaction of the 
blood was negative. The blood sugar, blood urea nitrogen and urine were normal. 
The application of a red blood cell suspension of unknown composition produced 
a certain degree of improvement. 


A Case for Diagnosis (Arteriosclerotic Ulcer with Scleroderma-Like 
Changes; Ergotism?). Presented by Dr. Bertram SHAFFER. 


L. B., a white man aged 71, senile, not in good health, reveals that the skin 
about his ankles and feet, especially on the right side, 1s bound down, hard, sclerotic 
and pigmented. Pulsation of the dorsalis pedis arteries is not present. The 
dorsum of the right foot is. the site of an indolent tender ulcer about 2 cm. in 
diameter but originally about 8 cm. wide. The great toe on the right foot was 
amputated thirty-five years ago. The middle toe on the left foot is atrophic, and 
the distal phalanx apparently is missing. An ulcer developed on the dorsum of 
the right foot three months before the patient’s admission to the hospital on 
July 29, 1944. The only form of bread that the patient eats is rye bread. His diet 
otherwise is not remarkable. 

The Wassermann reaction of the blood was negative. The blood sugar content 
was 70 mg. and the blood urea nitrogen level 15 mg. per hundred cubic centimeters. 
lhe blood count and urinalysis were within normal limits. The gastric acidity was 
normal. A roentgenogram of the foot revealed a localized area of osteitis on the 
bases of the third and fourth metatarsals of the right foot. The bones were other- 
wise atrophic. The neurologic examination disclosed no evidence of disease of the 
central nervous system. Peripheral vascular studies indicated that the ulceration 
was probably due to arteriosclerosis. 

The patient has received exposures to ultraviolet radiation; ascorbic acid and 
nicotinic acid, 50 mg. of each, have been given daily, and sulfathiazole, 0.8 per 
ent solution, has been used as a wet dressing. He was given a rye bread diet 
hree days ago to see what effect it would have on the ulcer. 
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DISCUSSION OF THE PRECEDING CASES 
Dr. Frep D. WempMan: The latter patient has been studied by the section 

peripheral vascular disease of the hospital, which decided that the dermatosis was 
due to arteriosclerosis The dorsum of the foot is hidebound and pigmented; 
morphologically the disease could pass for scleroderma. The ulcer, of course, goes 
with peripheral vascular sclerosis. This man gives a history of eating rye bread 
nly when at home, and Dr. Philip Custer some time ago told me personally that 
at one time he was in the habit of feeding scraps of rye bread from the table in 
his institution to his experimental rats and that gangrene developed in their tails 
and noses, which dropped off. Of course, all of us know about ergotism and th 
mold concerned in it, but it is doubtful that the mold in this case is connected with 
the rye bread eaten in Philadelphia. But it still remains that here is a man who 
does not eat white bread at home and has suffered necrosis of his toes. 


Dr. SIGMUND S. GREENBAUM: These 2 patients were treated by me while on 
service during July, August and September. They are presented not because they 
have arteriosclerotic ulcers of the leg—common enough in the wards for patients 
with cutaneous diseases in the Philadelphia General Hospital—but because it is 
advisable to show the beneficial effects of red cell blood paste. The patients were 
almost well of their ulcers when my service terminated in September. The second 
patient had an ulcer the size of one’s palm on the dorsum of the right foot when 
first seen, in July 1944. The first patient was seen about that same time. The use 
of a patient's blood for the treatment of ulcers was originally suggested by Dr. 
Naide at the University of Pennsylvania. Some months later, Drs. Murray and 
Schar suggested the use of a red cell paste. I have prepared such a paste, some- 
what modified, using type O cells for a paste prepared with powdered tragacanth 
and a 1: 1,000 solution of phemerol chloride. The exact formula was as follows 
A paste was prepared by powdering 2.5 Gm. of powdered tragacanth into 75 cc. 
of 1: 1,000 solution of phemerol chloride. This mixture was allowed to jell; 25 Gm. 
of the jelled tragacanth-phemerol chloride mixture was then added to 500 cc. ot 
red blood cells (type O) precipitated to the bottom of a flask. The bottle was 
thoroughly shaken and then placed in a refrigerator at a temperature of 3 to 5 ( 
until ready to be used. The paste was smeared on the ulcer daily or every other 
day and allowed to dry. I believe that this red cell blood paste is of value in th 
treatment of nonspecific ulcers. I would not expect it to be of any value for a 
tuberculous or a syphilitic ulcer or even for a diabetic ulcer in a patient in whom 
the blood sugar level has not been brought down. It is certainly worth a trial for 
the majority of ulcers of the leg, which are, as is generally known, usually non- 
specific. 

Dr. Marjory K. Harpy: The Mayo preparation is available through the 
Baxter Laboratories in Chicago. 

Dr. SigMuND S. GREENBAUM: It is important to use type O cells because they 
are closer to those of most bloods. It will keep indefinitely at 3 to 5 C. 


Pemphigus, Apparently Favorable Response to Sulfadiazine Therapy. Pre- 

sented by Dr. Frep D. WetpMAN, Dr. BERTRAM SHAFFER and Dr. Stmon Katz 

J. S., a white man aged 64, senile and somewhat emaciated, presents several 
crusted and bullous lesions on the extremities. The mucosae are at present 
uninvolved. The patient was successfully treated for pemphigus from January to 
May 1944 with sulfadiazine. He was readmitted to the hospital on June 13, 1944, 
in relapse. The Wassermann reaction of his blood was negative. The blood 
chemistry, blood cell count and urinalysis were within normal range. He was 
given sulfadiazine by mouth, 1 Gm. three times a day, and boric acid ointment 
and sulfadiazine ointment (5 per cent) locally. 


DISCUSSION 


Dr. Meyer L. Niepe-tMAN: I suggest the use of acetarsone. I have a clini 
patient and also 1 in private practice who have responded well to acetarsone therapy. 
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Dr. CARMEN C. THomMas: I remember this patient on a previous admission, 
ind at that time he had lesions of the mouth which he does not present now. 

Dr. REUBEN FRIEDMAN: I presented before this Society several years ago a 
patient with pemphigus who was treated with sulfadiazine and vitamin D for about 

vear. She has had no recurrence of her bullous lesions in the past two years. 


METROPOLITAN DERMATOLOGICAL SOCIETY 


Royal M. Montgomery, M.D., President 
James Lowry Miller, M.D., Secretary 
Nov. 20, 1944 


Alopecia Cicatrisata. Presented by Dr. RicHarp J. KELLY. 


C. E., a white woman aged 32, had noticed a loss of the hair of her scalp since 


the age of 15. She dates this loss of hair around the time her menses began. The 
menses have been regular. The family history contains nothing unusual. The 
patient's general health has been good. The major loss of hair had been over 
the vertex. At the present time, there are scattered tufts of hair surrounded by flat 
white scarred areas. There is no evidence of infection in the hair follicles. The 
blood count and basal metabolic rate were normal. The serologic reaction for 
syphilis was negative. 
DISCUSSION 

Dr. JosepH C. AMersBAcH: I am not certain of the diagnosis. I think that 
the diagnosis rests between lupus erythematosus and folliculitis decalvans. I should 
like to hear from Dr. Kelly as to whether there has been much activity of the 
eruption while under observation. 

Dr. J. Lowry MILcer: I favor a diagnosis of folliculitis decalvans. I thought 
that I saw evidence of scaling around some of the follicles on one side of the scalp. 
I do not find any lesions of lupus erythematosus elsewhere. 

Dr. GERALD F. MacHaceK: [| think that it is a case of pseudopelade following 
folliculitis. I forgot to look at the patient's nails. I think that it should be done 
to rule out the possibility of favus 

Dr. Lestige P. BARKER: The areas of alopecia present definite scarring with a 
folliculitis at the periphery of the lesion. I think that this is a case of folliculitis 
decalvans. 

Dr. Mavurice J. Costetto: I agree with the diagnosis ¢ 

Dr. Roya M. Montcomery: Folliculitis decalvans and alopecia cicatrisata are 
closely related. If there is activity about the follicles, folliculitis decalvans should 
be the diagnosis, and if not, alopecia cicatrisata. This is not mycotic in origin. 


f alopecia cicatrisata. 


I agree with the diagnosis as presented. 

Dr. RicHarp J. Ketry: I presented the patient because I did not find any 
evidence of infection on careful examination. Also I could not find any evidence of 
lupus erythematosus either in the mouth or elsewhere. There appears to be no 
neurogenous factor present. I inquired into the patient's background carefully and 
found that she is a very stable woman, and in the absence of infection I felt that 
alopecia cicatrisata was the proper diagnosis. 


Neurodermatitis Improved by Injections of Histamine Phosphate. Pre- 
sented by Dr. Maurice J. CosTEeLLo. 


A. B., a woman aged 56, has had a generalized eczematous eruption for. fifteen 


years, 
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DISCUSSION 


Dr. JosepH C. AMeRSBACH: I thought this case interesting, particularly from 
Dr. Costello's observation that the eruption has shown such a decided improvement 
with the use of this medication. In my experience, the use of histamine has not 
resulted in much improvement in this type of case. My experience in the use ot 
histamine, however, has not been extensive 

Dr. J. Lowry Miter: It has been my impression, as it has been that of Dr 
Amersbach, that histamine phosphate is generally not of particular value. About 
one month ago I saw a patient who had a widespread dermatitis following four 
hundred scratch tests in four days. While under treatment with histamine phos 
phate the eruption completely cleared. I attributed most of the recovery to the 
removal of the offending allergens. Cold urticaria, in my experience, is influenced 
favorably by treatment with histamine. 

Dr. Geracp F. Macuacek: It is most interesting that after injections of 
histamine the patient should have such a remarkable improvement, particularly 
when one recalls that many allergic manifestations are considered as being due t 
the effect of histamine 

Dr. Tuomas N. GRAHAM: Eruptions of this type are resistant to treatment, 
and [ think that any therapy which may possibly be effective is worth a trial 
I should like to ask Dr. Costello what dosage of histamine phosphate he used and 
at what intervals he gave the injections. 


Dr. Ricuarp J. Ketity: There was a similar case that came to my attention 
at Vanderbilt Clinic. The patient had been treated previously in Cleveland, 
Chicago and Philadelphia. One of the residents began injections of old tuberculin 
(1: 100,000) twice weekly in doses ranging from 0.1 cc. to 0.6 cc. The patient 


responded within three months and is now cured. I suggest that that be tried 
with or without sulfonamide therapy. 

Dr. J. P. BerGer (by invitation): I had the opportunity of attempting histamine 
phosphate desensitization of 4 or 5 adolescent atopic patients for a period of one 
month’s hospitalization. This program was continued for about two months after 
discharge, and, except for the moderate improvement to be expected in association 
with hospitalization, no appreciable benefit accrued from this effort of desensitiza- 
tion. However, the use of histamine azoprotein as a possible nonspecific desensi 
tizer in chronic contact allergy, I felt, had a definite value,,not so much in the 
curative sense but, rather, to lower perhaps the patient's sensitivity so that he o1 
she could continue the daily pattern of life in spite of unavoidable environmental 
allergens. 

Dr. Roya M. Montcomery: At St. Luke's Hospital, I have used histamine 
phosphate tor 2 patients. Both had dermatitis exfoliativa. The eruption of 1 
followed bismuth therapy and that of the other followed use of silver arsphenamine. 
One patient greatly improved, and the other showed slight improvement following 
histamine phosphate. In the Negro woman, who did not improve when the dos« 
was increased to 0.2 cc., definite dizziness and nervousness appeared. 


Dr. Mavrice J. Costetto: An internist at Lenox Hill Hospital who has had 
excellent results in the treatment of asthma with injection of histamine phosphat: 
begins with very small doses. Dermatitis exfoliativa following arsphenamine has 
been treated successfully with histamine. In the past three months I chose several 
patients with severe neurodermatitis and treated them by injection of histamine 
three times a week. I have thus far been impressed by the favorable response ot 
this dermatosis to histamine therapy. This woman is not cured, but she volunteers 
the information that she is much better. I think that histamine is worth trying in 
a larger number of cases. It 1s somewhat dangerous to use, because reactions may 
be severe. One should proceed cautiously and administer extremely small doses. 


e. g., 0.025 cc. of histamine phosphate. If 0.0025 cc. is given, it is a safer dose. 
I think that it should be given every day or three times a week to begin with. 
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Residual Eruption Following Acute Dermatitis from Oil. Presented by 
Dr. Lestizt P. BARKER. 


M. K., a worker in a war plant, was first seen by me on Aug. 7, 1944, at which 
time he gave a history of having had a dermatitis on the trunk, arms and legs of 
fourteen months’ duration. He had been treated by various physicians with local 
medication and had received about ten roentgen ray treatments over the affected 
area. He handled various greases and cutting oils in his work. 

When first seen the patient had an acute, red, oozing and crusting dermatitis 
on the trunk and arms and to a lesser degree on the face, scalp and legs. It cleared 
within a few weeks with local soothing lotions, The patient's skin 1s apparently 
sensitive to all creams or greases. 

Che present residual eruption has persisted and itches intensely. It consists of 
recurring vesicles and numerous scratch marks about the wrists, extensor surfaces 
of the arms, face and scalp and, to a lesser degree, on the buttocks. The itching 
is apparently intense. 

The patient is presented to show an eruption simulating, at least by the dis 
tribution, dermatitis herpetiformis as the residuum of a contact dermatitis. He ts 
also presented for suggestions as to therapy. Patch tests done with two of the 
oils that he handles elicited positive reactions. 


DISCUSSION 


Dr. RicHarp J. Kectty: IT agree with the diagnosis. I[ think that this patient 
is one of those persons who previously were not in contact with various oils, 
and have recently been going into occupations involving such contact. I think that 
this eruption is an oil folliculitis. The eruption can be controlled by applications 
of white lotion. 

Dr. Maurice J. Costerto: There is nothing now which to my mind suggests 
folliculitis. I think that the patient has some eczematoid reaction at the present 
time. Whether the oil was responsible or not would be difficult for me to say 
But it is not the conception I have of dermatitis due to a cutting oil. It is the 
type of eruption I should expect to respond to roentgen rays. I think that that 


already has been tried. 

Dr. JosepH C. AMeERSBACH: The condition of this patient strikes me as being 
the residual eruption. I do not think that it is uncommon to see in eruptions ot 
this kind development of a superimposed neurodermatitis which may go on for 
months as a result of the primary irritant. Persistent treatment which may require 
frequent changes of lotions and ointments, and roentgen ray therapy is necessary 
to get an eruption such as this under control. 

Dr. J. Lowry MiLtter: Observation of the patient tonight suggests a contact 
dermatitis, as the exposed areas are those chiefly involved. On the other hand, 
he has been away trom work for one year, and the history states that he had 
eruptions on the sacrum and shoulders, suggesting the diagnosis of dermatitis 
herpetiformis. I think that a therapeutic trial of sulfadiazine is justified. 

Dr. THomas N. GRAHAM: I agree with Dr. Costello that this eruption does 
not appear to be @ dermatitis due to cutting oil, particularly since the patient had 
not been exposed to the oil for a long time. Dermatitis herpetiformis should be 
considered in this case. I believe that a biopsy would be helpful in establishing 
the diagnosis. 

Dr. Lestiz P. BARKER: When I first saw this patient he had an acute red oozing 
dermatitis involving the trunk, face and arms. He had received twelve roentgen 


ray treatments on the areas and had used various medications locally. I have not 
heen able to learn the nature of his previous medication. When the acute phase 
of the eruption subsided the present residual itching remained, involving the 
xtensor surfaces of the arms, the lower part of the back, the buttocks and the 
scalp. A few vesicles developed in these areas, and the itching has been -intense. 
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The eruption certainly resembles dermatitis herpetiformis. Because of this simi- 
larity I prescribed sulfathiazole, 4 tablets a day for a period of ten days. There 
was no improvement, and the eruption was not made worse. Roentgen ray treat- 
ment does not give him any relief. All oily medicaments aggravate the eruption 
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Late Effects of Scalping. Presented by Dr. Rotiin H. STEVENS. 


The patient is a white woman aged 64, whose whole head is cicatrized with 
shiny white scar tissue except for an area of about 78 cm. on the crown of the 
head. Here, there is a papillomatous, ulcerated and crusted lesion, suggesting basal 
cell epithelioma. 

Note.—On Jan. 2, 1945 a biopsy of one of the papillomatous lesions showed 
only an inflammatory process. 

DISCUSSION 

Dr. R. H. Stevens: In the fall of 1890, when I-was ambulance surgeon at 
Grace Hospital, I was called out to a mill on the west side of Detroit and found 
an 11 year old girl who had got her hair wound around a shaft and had her scalp 
torn off. The scalp was lying on the floor in the chaff and dirt, which had been 
mixed in with the under surface of it in such a way that it was impossible to get 
the dirt out. The scalp was torn off, including the eyebrows, the right ear and a 
portion of the right cheek, the right side of the neck adjoining the scalp and the 
back of the neck within 1 inch (2.54 cm.) of the scalp. The periosteum of the skull 
was included, from the middle of the forehead clear back to the border of the scalp 
posteriorly and laterally from just ubout the meatus of the right ear to about 
2 inches (5 cm.) of the left ear. I cleaned the scalp as well as I could and attached 
it, but it became necrotic and in a few hours had to be removed. I tried a large 
graft from the sister who is two years younger and applied it to the surface where 
the periosteum was not removed, but not much of it grew and from time to time 
I tried various kinds of grafts, taking a considerable number from my own arm, 
which were large, shaved off with a razor and sewed up again. Later, in 1904, 
I took a large number of grafts from the patient’s own arms and distributed them 
over the sides of the head. These grew well. The technic was not too aseptic in 
those days. The outer table of the skull gradually sloughed away during a period 
of about four years. The family moved out of the city, and I lost track of the 
girl. When I saw her last she was anemic, and it did not seem to me that she 


could survive long. 
However, on Oct. 25, 1944, a 64 year old woman came into my office and I 
announced that she was the girl who had had her scalp torn off in the fall of 
1890, when she was 11 years old. I learned that she had been exhibited for 
months after I saw her last by a company manufacturing a cure-all salve. The 
grafts had been able to grow and cicatrize over the crown of the head. 
The case is interesting from several standpoints : 
1. There is danger of scalping when long hair gets wound around rapidly 
revolving shafts in industrial plants, an accident which has happened, I believe, 


many times. 
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: 2. The facts are that aiter skin graits were applied to tae borders of the lesions 
e 1 the scalp and the outer table of the skull had been removed healing over the 
; ntire vertex had taken place and lasted over fifty years, until now a chron 
papillomatous ulcerated and vesicular dermatitis has appeared. 
3. The patient is married and had three children, two of them, aged 29 and 31, 
living, and 1 grandchild; she is in good health, while all other members of the 
family—tather, mother, sister and brother—have died. 


4. Roentgenologic examination reveals fairly normal tables of the skull. 


Dr. R. C. Jamieson: There were many bony protuberances, and I think that 

is easily possible that after this length of time some malignant growth is develop- 
ng in these areas. It happens many times that girls are literally scalped, and this 
seems to be a real occupational hazard. 


INDUSTRIAL SURGEON A: I have had little experience with that type of case. 
Most of the women who work in the factories now have shorter hair than this 
11 year old girl probably had in 1890, when she was hurt. Furthermore, great 
care is exercised to see that women wear some sort of garment that will protect 
them against being caught in moving parts. Also, there is much less overhead 
machinery than there used to be. There was a time when everything was run by 
werhead pulleys and belts; now nearly every machine is a unit unto itself, and 
:pportunity for accidents of the sort mentioned is pretty well past. Notwithstanding 
this fact, though, cases do occur, but I have not heard of one in which the damage 
vas so severe as in this one. 

In the past two years I have had 3 cases in which grinding wheels exploded, 
and, as bad luck—or good luck—would have it, a piece grazed over the scalp of 

workman, taking out the hair right down to the scalp without any actual injury 
to the skin. In 2 of those cases there has been no regrowth of hair. I should 
ike to ask what has gone on that has kept the hair from growing back in 2 of 3 
ases in which loss of hair was occasioned by flying pieces of grinding wheel. 

Dr. R. C. Jamieson: What was the appearance of the skin? Was it smooth 
and soft, as in alopecia areata ? 

INDUSTRIAL SURGEON A: The hair is normal everywhere else. In this definite 
area there is stubby hair; it is not completely bald, but the hair will not grow. 

INDUSTRIAL SurGEON B: In 1 particular case I recall, the chief trauma was 
not physical at all. The patient was much worried about the hair not growing back. 
rhere have been several exhaustive examinations made, and it has been decided 
that the injury was probably psychoneurotic in character. This person is getting 
hus hair back now fully. 


Contact Dermatitis, Caused by Zinc Chromate Paint. Presented by Dk. 
GEORGE VAN RHEE. 
G. D., a white woman aged 26, has had an eruption on the hands and arms for 
ibout one month. She has been employed as a driller and riveter since June 1944 
in a place where she has contact with zinc chromate paint. 


The examination shows a diffuse erythema in patches on the extensor and flexor 
surfaces of the arms, being particularly severe in the cubital spaces. There are a 
tew small patches on the dorsum of the hands. 


DISCUSSION 


Dr. R. C. Jamieson: I should like to have some of the industrial dermatologists 
add to the question of whether some of these eruptions are due purely and simply 
to the chromate with which the aluminum is painted or whether some are due to 
the mechanical irritation of fine particles which land on the skin and bécome 
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embedded, causing trouble in that way. I have seen both types, and I think that 
there is a distinction between the two. I believe that clinically I am able to tell th: 
difference. 

INDUSTRIAL SURGEON C: I try to talk patients out of the notion of aluminum 
poisoning as much as I can and assure them that a great deal of their trouble is 
due to personal hygiene. Then, if I cannot do that, I try to find some source ot 
chromate. I have not seen any from aluminum dust, although it is a current beliet 
in the factory that that is the cause of poisoning. 


Dr. R. C. JAMieson: I think that most physicians believe that aluminum itselt 


is nonirritant and the only way it could cause dermatitis is through contact wit! 
small irritating particles. 


Dr. GeorGeE VAN Ruee: This type of dermatitis seems to occur in certain 
plants. It occurs in all plants in which airplane wings are worked on, and it 
occurs primarily where zinc chromate paint is used. Personally, I have never seer 
a positive reaction to a patch test with straight aluminum. I believe that one cai 
get a positive reaction to a patch test with an alloy containing magnesium. Ther: 
is a dermatitis which can be contracted from aluminum covered with an oil (com 
monly called “fish oil”). This produces a more or less diffuse type of dermatitis 
The particular type of dermatitis in the case I presented today is a blotchy type: 
it is diffuse in the area itself. It is circumscribed, and it occurs only in certai 
areas—on the back of the hands, on the forearms, on the lateral surfaces of th 
neck (frequently in the postaural folds) and on the eyelids. It occurs much more 
frequently in women than it does in men. Now I understand that a large amount 
of this riveting and drilling on the airplane wings and fuselage is done by women 
It also seems to occur more frequently when the drilling 1s done overhead. — [1 
addition, these women also get a dermatitis from repairing of parts. As I under 
stand it, when any parts or materials are injured or defaced they are marked wit! 
paint, and then these girls are required to remove this paint when repairing them 
That is a different type of dermatitis, and it looks much like that in case 3 pre 
sented today. It is a vesicular dermatitis. There is another process in one ot 
the Carboloy plants where much the same type of dermatitis is contracted, which 
at the beginning I thought was seborrheic dermatitis, and I diagnosed a number 
of the eruptions as such until I kept getting a good many similar cases. Finally, 
I decided that it was not seborrheic dermatitis after I performed patch tests on some 
of the patients and got a positive reaction. I noticed this dermatitis in cases 11 
which the women wore loose blouses. 


Dr. A. E. ScuHILtter: I agree more or less with Dr. Van Rhee. I have seen 
a good many of these cases, and I have been interested enough to try to find out 
what part of the aluminum working processes might be involved in this dermatitis 
It did not seem likely to me that the chromate paint itself was the main factor, 
and one of the company physicians sent me a pamphlet on chromic acid and _ the 
oxidizing of aluminum. Apparently, the specifications by the government call for 
protective treatment of aluminum and aluminum alloys by an oxidation process i1 
which chromic acid is used. Thus, it seems altogether probable that one can get 
a chromic acid type of dermatitis from an aluminum that has not been painted with 
zinc chromate paint, and [I think that this is probably one of the features which 
has been overlooked in the study of aluminum as it is used today in the manu- 
facture of airplanes. 

Now, in reference to stainless steel and Carboloy, I agree with Dr. Var 
Rhee’s statement wholeheartedly. I have seen dermatoses that vary from <¢ 


patchy vesicular or a patchy, scaly dermatitis to one involving practically the 
entire body and looking exactly like parapsoriasis. The first ones seen I diag- 
nosed as parapsoriasis and labeled them as nonoccupational. I have seen 6 of them 
since, and they differ from parapsoriasis in that they will clear up readily when 
the patient is removed from the occupation, together with the use of any mild oily 
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reparation on the skin. I think that in all probability some dermatologists have 

been overlooking these eruptions just as [ did and have been calling these cases 

nonoccupational. I think that the ideas on aluminum, stainless steel and Carboloy 
the industrial processes will have to be revised somewhat. 


Dr. GeorGE VAN RHEE: I agree with what Dr. Schiller has just said. In the 
same plant 2 or 3 patients who had no contact with zinc chromate were sent to 
me, but there was anodizing and these patients presented much the same picture 
as the others that I have described. 


[NDUSTRIAL SURGEON A: I have had well over 100 cases of the sort which 

Dr. Van Rhee mentioned first. I am not so sure that all this is due to the zinc 
hromate. Over and over I have taken pure zinc chromate in powder form and 
have attempted to produce something artificially, even on people who had an 
eruption that might have been due to the zine chromate. The difficulty in this 
particular situation began at a time shortly after the federal government imposed 
on paint manufacturers the use of a certain toluene substance. I, at least, believe 
that some of these dermatoses are not due to zinc chromate, but are due to the 
half-dry paint that is present on the substances with which these factory people 
york. If one could be right in the department and watch these people, one would 
tind that nearly all of them have a little bottle of some liquid. They call it “thinner,” 
although it may not always be thinner. They are continually “touching up” some 
thing with this liquid. When a few rivets are put in, replacing some that were 
removed because of defects, the workers have to take this paint and touch up the 
newly applied rivets. I am disposed to believe that the majority of the dermatoses 
I have seen are due to the liquid portion of the paint rather than to the pigment 
or the zinc chromate part, although I do not deny that zine chromate may occa- 
sionally cause dermatitis. As to the question of aluminum or aluminum alloy 
ausing dermatitis, there is one job that does not require painting and one or mort 
jobs that require painting. Ninety per cent of the difficulties have occurred in 
onnection with the paint jobs, and most of them have arisen in circumstances in 
which there was exposure to liquid portions of the paint 

Getting over to the matter of stainless steel, I should like to inquire if any of 
vou gentlemen know whether there is a fluoride content in stainless’ steel. If so, 
that may be the specific cause of the dermatitis. At any rate, a fair amount of 
dermatitis is now being seen in connection with stainless steel that I believe to bi 
due to fluorides. 

Dr. GeorGE VAN Ruee: I have the chemical analyses or metallurgic analyses 
of one particular company, and there is no toluene or derivative of toluene listed 
so far as I know on that particular subject, and in their analysis of stainless steel 
there is no fluoride mentioned in the data. 


Dr. FRANK MeNAGH: I should like to say that I have had the same experience, 
except that if clean chips are taken there will not be much of a reaction, but 1f 
the chips around the machine are picked up positive reactions are elicited to patch 
tests. I think that it ought to be remembered that other things, such as ordinary 
machine oil, lubricating oil and grease, are sometimes mixed with the chips and 


ire a real cause of dermatitis. 


Contact Dermatitis Due to Frequent Contact with Thinner. Presented by 
Dr. GeorGE VAN RHEE. 
N. S., a white man aged 44, has had an eruption on the hands since July 20, 
1944. He is a crater and works with tar, which he removes with thinner. 


The first examination revealed a definite erythema, with vesicles involving the 


palms and the dorsal and lateral surfaces of the fingers. This was followed by 
exacerbation and spread to both arms, particularly the cubital spaces. A macular 
ruption involving the body followed, which I feel is due to absorption. 
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DISCUSSION 

Dr. Georce VAN RHEE: One thing is certain: The patient has a contact 

dermatitis. As to the definite causation, he could get this dermatitis from “thinner,” 

he could get an irritation from tar or he might even get an irritation from wood 

So tar as I know, there is no preservative used on this wood. The patient admits 

that he has been in the habit of removing the tar from his hands with the “thinner,” 
which, of course, can produce a severe dermatitis. 


Dr. H. L. Keim: This type of picture is being encountered with fair regularity, 
since these boxes are being packed and shipped to the South Pacific, and, as Dr 
Van Rhee says, it is not always possible to tell immediately which one of the 
factors is involved, but the type of contact dermatitis shown here is frequently seen 
in the packing end of the export trade. 

Dr. A. E. Scuitter: I was inclined to believe, because of the diffuse dis 
tribution of the lesions, that this might be an allergic reaction to inhaled wood 
dust. I saw a case similar to this three years ago. I could not tell it from 
others of the inhalant allergies, but, with the wide distribution that is presented 
here and with the evidence of toxicity that accompanies it, I should like to offer a 
diagnosis of a wood dust allergy. 


Dr. GeorGE VAN RHEE: Most of these men are not exposed to dust; they are 
just exposed to packing that is already made. 


Dr. R. C. Jamieson: I think that the discussion in regard to the com- 
ponents of some of these irritants, the various ways im which these paints art 
made, the specifications and things of that sort would serve to point out many 
of the difficulties under which physicians labor in trying to arrive at definite 
diagnoses of the specific substances causing the trouble. I think that the indus- 
trialist realizes that a physician cannot immediately on seeing a patient say what 
is causing the trouble. It is true that many of these patients will react posi- 
tively to patch tests with some of the things that are used in their occupations 
and yet they may have a dermatitis due to something entirely different. I think 
that this has been the experience of all of us. Now, 1f any one would like to 
answer the question as to whether a dermatitis such as this man had would prevent 
him returning to the same occupation or not, I should like to hear it. 


INDUSTRIAL SURGEON D: I think that in most cases the answer is obtained only 
atter the man goes back to work and continues without trouble or gets into trouble 
again. If the trouble does develop again, then he should not be exposed to the 
same particular hazard. 

Dr. H. L. Ketm: In this particular case, it was apparently Dr. Van Rhee’s 
opinion that most probably this was due to “thinner” which the patient used to 
remove the tar. I think that this is the precipitating factor many times and that 
often the factor will lie in the way the worker cleanses his hands. If this is pre- 
sumed to be the case, then reeducation of these workers in the care of their hands 
might permit them to go back to their occupations. If the dermatitis comes back 
after this regimen, then I think that the worker should not continue that work, 
because it seems to prove to me that it has something to do with that particular 
vocation rather than other associated factors. 

Dr. GEORGE VAN RHEE: After this attack developed in the patient and prior 
to the time I saw him, he went to see his own physician, and the physician applied 
some soft ointment. I do not know what it was, but I suspect that it was sulfa- 
thiazole ointment which caused the severe exacerbations on his arms and probably 
accounts for much of the trouble he presented in addition to the orginal dermatitis. 


Dr. FRANK MENAGH: Once a man has had a dermatitis as severe as this 
man had and has had enough absorption so that a secondary eruption develops, he 
frequently undergoes successive cycles, even though he stays away from work; 
when he returns to work, he may well be found having another outbreak. 
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Tattoo-Like Staining Following Occupational Dermatitis. Presented by 

Dr. ARTHUR E. SCHILLER. 

\. K., a single white woman aged 53, has worked for a considerable period in 
var production plant. She was first seen Sept. 4, 1943. Until April 1943, the 
tient worked in a mixture containing 80 per cent kerosene and 20 per cent 
turbine oil. At this time an eruption developed on the back of her hands and arms, 

hich began to get red and scaly. She used soap powder and a liquid type of 
soap dispensed at the factory for cleaning. After the development of her dermatitis, 
she was removed from the work of testing seats and gages and was given a job 
irilling holes, in which she used Sultex-B (a cutting oil) and 50 per cent turpen- 
ne. She stated that she did not come into direct contact with the oil but she 
lid come into contact with the “fumes and possibly a fine spray.” 

\fter a number of weeks at this occupation, a dermatitis of the face, neck, arms 
und hands of varying intensity developed. She was given patch tests with all the 
ingredients with which she worked. All the laboratory tests elicited negative 
eactions 

Pigmentation and the residual inflammation was arranged in a peculiar manner, 
being retiform in character, and the follicular openings were capped by tiny brown 
scales. The inflammatory condition improved rapidly with a mild sedative treat- 
nent, and there has been some improvement in the pigmentation. 


DISCUSSION 


Dr. A. E. Scuutrr: J thought that this was interesting not only from a 
linical angle but from its medicolegal possibilities. The lesion presented itseli 
is a tattoo-like staining, and for a number of months it seemed impossible for the 
patient to get any relief from it at all. I think now that she may possibly get an 
improvement. She had a positive reaction to a patch test with 10 per cent turpen 
tine in soybean oil and a negative reaction to a test with the soybean oil itself 


Dr. FRANK MeENaGH: I had a similar experience with a young woman who 
while working in oil became warm and wiped her face with her greasy hands. 
An acute dermatitis developed on her face, and after this a really bizarre pig- 
mentation developed. So far as I could tell, it was identical with Riehl’s melanosis, 
vhich has had an interesting history. After the last war, Riehl, a German, saw a 
good deal of this pigmentation and thought that it was due to poor diet; however, 
it has been pretty well shown that this was not tre, and, specifically, there 
have been cases shown to be due to an oil that was contacted in spinning jute, as 
[ recall; hence contact with oils of various sorts is an etiologic factor in producing 
pigmentation in some of these cases. The young woman I mentioned took a 
number of months to begin to show any improvement so far as the pigmentation 

as concerned, but it is gradually disappearing now. 


Persistent Contact Dermatitis. Presented by Dr. Roperr A. C. WoLLENBERG. 


A white man, aged 46, had never had an eruption of any kind prior to the 
beginning of the present attack; there was no history of eczema or dermatitis in 
ildhood. This eruption began on the upper half of the body about October 1943, 
hile the patient was working at a machine which splashed a cooling mixture 
“soda water’) and caused his clothing to “smell of oil.” However, he continued 
work for a time, but, the eruption becoming more severe, he was transferred 
to another machine in his factory, which dripped oil from above him. The eruption 
essened for a while, then gradually grew severer, especially on the shoulders, 


irms and upper part of the back. However, he continued to work. 


In January 1944, he injured a wrist. The injury was diagnosed as a sprain, 
nda “liniment” was applied at the factory, after which the cutaneous irritation 
spread rapidly. The patient was treated by a dermatologist, with “no improve- 

nt” after he had spent one month in a hospital (April-May). 


| 
| 


| 

| 

j 


408 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Examination on July 8 revealed a general dermatitis, nearly all the skin being 
involved to some degree with erythema and branny scaling, a moderately severe 
dermatitis being present over the scapulas, cubital spaces, flexor surfaces of the 
arms and forearms, extensor surfaces of the forearms and hands, inner and pos 
terior surfaces of the thighs and legs and in the popliteal spaces. The more 
involved areas showed moderate lichenification. His general physical condition 
was good, without abnormalities, except for some carious teeth, which were later 
removed. 

Quitting soaps of all kinds and using a mild crude coal tar ointment caused 
a moderate improvement by early September. However, there were a moderate 
increase in signs and more itching with weeping and swelling of the external ears 
in late September. Since that time there has been considerable variation in the 
degree of the eruption, which never entirely disappeared. A diet low in fat and 
150,000 U. S. P. units daily of vitamin A appear to have had no effect on 
the eruption, nor have there been any definite changes as the result of injections 
of sodium cacodylate or sodium thiosulfate in usual doses. Mild crude coal tar 
ointment and boric acid ointment appear to have caused some improvement 


“Soothing” lotions have usually increased the itching. 
At present the patient has a moderate erythema of the upper part of the back, 
slight crusting on one ear and mild to moderate lichenification of the arms, fore- 


arms and large flexures of the extremities. He still suffers much from itching. 


DISCUSSION 


Dr. R. A. C. WoLtensBerRG: I see a number of these cases, and the thing that 
impresses me in particular in connection with many of them is the fact, one which 
was brought out some moments ago, that the specific cause of the irritation 1s 
difficult to determine, at least for physicians in private practice. 

I was asked the question, “What is soda water?” My impression is that it is 
a complex compound or mixture that often is made of all the junk oils in the 
tactories. There is probably a fundamental ingredient in what is called “soda 
water” in the factories, but I myself have never been able to identify it because, 
from what I have learned, nobody really knows what it is. So I should be glad 
to have your answer to that question. 

Unfortunately, a private physician is not in the same position as, industrial 
physicians are. It is only with a great deal of difficulty that some of these com- 
pounds or materials which may be suspected may be obtained, for the reason 
that the “boss” will not give them to the employees for patch tests because he 
fears legal consequences; at least so I have often been informed. The only thing 
that the patient can do is to filch them. If he cannot obtain them, he has one of 
his friends get them for him. This is not a proper or legal source of information, 
for most of it has to come through channels of that nature. I have made it a 
point frequently to inquire as to the nature of the various compounds which the 
workmen handle, and I have yet to get one exact answer to my question from 
any of the manufacturers. They simply will not give the information to a private 
practitioner, or they do not have it. What the oil was to which the patient was 
exposed I do not know. His dermatitis lasted over a couple of months, during 
which time he was operating this machine. Finally, it got so bad that he was 
taken off the work, and he then promptly recovered. He was put on another job, 
in which he was again exposed to oil but of a different type. Again the same thing 
happened, on top of which came the sudden explosive eruption which resulted from 
the contact with liniment or whatever it was that had been applied to his wrist. 
These cases are seen over and over again. Once in a while one can get a clear- 


cut history. 
I mention 1 case, that of a man who worked in the box shop. He had been a 


carpenter all his life; he never had an irritation before. After he had been in the 
factory for a period of three or four weeks, a dermatitis of the hands appeared, 
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ind it grew worse and worse. He had a very severe dermatitis, with scaly, oozing 
lesions all over the face, shoulders, back, arms and forearms, as well as on the 
ands. Fortunately, he was in a position to bring me the contacts, which happened 
to be pine wood, hemlock wood and nails. I learned that these nails were covered 
with a rust-proofing material. | performed patch tests with these three articles, 
ind there was a severe vesicular reaction to the rust-proofing material. I did not 
put much on, but he had just as much of an escharotic reaction from that material 
is he would have had from an application of pure phenol. Pine wood gave a 2 plus 
reaction; the hemlock-tested area was moderately red, but less so than that tested 
with the pine. Eventually he went back to work, but he does his work with leather 
gloves and he is having no trouble. There is a case of specific allergy; there is a 
specific effect; there is a patient who got well through proper protection. 

The point I want to make is this: You gentlemen in the factories, knowing the 
contents of these complex compounds and knowing whether a thing contains 
Huorine or nickel or whatever it is, are in a strategic position to run these things 
down, while the private practitioner, for obvious reasons, 1s not permitted to do so. 

INDUSTRIAL SURGEON A: In industry any cutting compound is called “soda 
water” by the workmen. It is not soda water in the sense that it contains an 
alkali. When such cases get into the compensation courts, the lawyers who repre 
sent these plaintiffs are prone to build up their cases on the grounds of the alkali 
heing the responsible cause. Such is not the case. There was a time when sodium 
carbonate was widely used in connection with oils in order to emulsify them. Under 
present speeds and types of operation, that sort of coolant would no longer work. 
However, there are still white coolants—the things that are called “soda water” 
by the workmen. These are water-soluble oils, and many of them contain sulfur. 
rhey are either sulfonated, sulfurized or sulfur treated or something of that sort, 
and it is my belief that a great deal of the difficulty 1s related to the sulfur content. 
It so happens that these water-soluble oils make a fine medium tor the growth of 
hacteria. As the bacteria grow, apparently the sulfur decomposes from its original 
iorm to another form that is much more irritating. If a man brings down to the 
office a sample of oil for a patch test and if it stands around for a couple of days 
hefore it gets to the office and the physician keeps it another couple of days, it is 
almost a certainty that decomposition will have taken place so that, there will be 
a positive reaction to the patch test when there might not have been a_ positive 
eaction if the material had been taken right off the machine. So far as I know, 
in the factories at the present time no alkalis are added to these cqolants that, 
properly speaking, should be called water-soluble oils. Some of them, instead of 
being treated with sulfur, are treated with chlorine; so there is the double exposure 
feature of chlorinated oil. 

\nd lastly, any time a dermatologist would like to know what is in any par- 
ticular coolant in our factories, call me. Nearly always I| shall be able to give 
you some nearly exact information, and I shall be glad to do so. 

Dr. A. E. SCHILLER: I should like to contradict one statement. I have yet to 
find a plant that is not willing to cooperate with information and material for 
examination and patch tests which would help in determining the possible cause 
‘ dermatitis. I have received nothing but courtesy from the first aid departments. 
\ good many of the men in charge and a good many of the nurses in charge have 


gone distinctly out of their way to give me information that I asked for. I should 


hate to feel that an impression is left that any one of the plants today, or at least 
that most of the plants today, are in the habit of refusing a physician material to 


conduct his tests. 

INDUSTRIAL SurRGEON E: J might add a thought. Probably if the man himself 
tries to get the material, he does run into difficulties, whereas if the physician 
vould contact the plant physician he would get the information. 


Dr. R. A. C. WorteNBERG: Four weeks ago I had occasion to write to two 
lifferent plants, one of which gave me the answer that they received the material 
‘rom some one else and had no idea what was in it while the other gave no reply 
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whatsoever. Another plant told me exactly the same thing, that the suspect 
material was obtained elsewhere. This has happened a number of times befor: 
The original manufacturers simply will not give an answer, and the plants using 
the materials themselves usually do not know what they are. Small plants d 
not always have plant physicians. 

INDUSTRIAL SURGEON B: When a person in the plant comes in with a derma- 
titis, I try to be fair with him all the way through. A person who works in a 
factory oftentimes feels certain that any eruption that develops is of factory origi: 
If there is a reasonable doubt that the man’s occupation had something to do wit! 
his cutaneous disease, I often give him some symptomatic treatment; if the results 
of patch tests are negative, I try to consider what he might be contacting at 
home—cleaning materials or gardening materials; cosmetics and cleaning materials 
pertain chiefly to women. If I feel sure that the disease did not originate in th: 
iactory, I refer the patients to their own family physicians, and if the family physi 
cian feels that there is an industrial dermatitis the patient is sent to our own 
diagnostician and further tests are made. As I have said, these people frequently 
feel that any condition that develops is due to the factory. Sometimes they are 
truthful about that; at other times these persons, working for a corporation that 
has made and is still making plenty of money, think that they are entitled to any 
thing they can get. That attitude on the part of the workmen ts, I think, rathe: 
pronounced. 

Dr. HERMANN Pinkus: The fact that the man had an acute flare-up after h« 
had liniment applied to his wrist is important. I think that this gives a clue whic! 
one should follow, because in my experience it has cleared up some puzzling 
recurrences and exacerbations in such cases. Patients will often contend that they 
have no contacts at all in their homes. If their homes are looked over it will be 
found that their bedrooms and medicine cabinets are stuffed full with liniments, 
nose drops, foot balms, perfumes and all kinds of patent preparations which have 
one thing in common—they contain oil of eucalyptus, methyl salicylate or similai 
essential oils. I may be wrong, but I think that one can group all these oils 
together. They seem to have a certain group specificity in their action on the 
skin. I believe that if the homes of these patients are not investigated thoroughly, 
the patients will often not admit that they have contact with such preparations 
Sometimes the patient himself does not use them, but some member of the family 
does. If one succeeds in convincing these patients that any contact with “smelling” 
substances must be avoided, and if their homes are rid completely of them, then 
often such puzzling, long-standing and always recurring dermatitides will sur- 
prisingly clear up, 

Dr. R. A. C. WoLLensBerG: Just to keep the record straight: What Dr. Pinkus 
says, I absolutely believe. But, inferentially, it may be thought that Dr. Pinkus 
may possibly be referring to the case I presented. I do not think that he is, but 
I will say that if he is he is wrong in this instance. The liniment was put on in 
the factory by the nurse. He put nothing on; he was treated by the factory nurse 
and the physicians in connection with the plant. 

Dr. R. C. Jamieson: I think that the point Dr. Pinkus brought out was 
amply demonstrated at a round table discussion before the Wayne County Medical 
Society; it was brought out time and time again that sometimes it really is neces- 
sary to live with the patient to determine what the irritant is. 

INpUSTRIAL SuRGEON E: Dr. Wollenberg, in presenting this particular case, 
brought out the point that the man is unemployable. I should like to get the 
feeling of the society on that, whether they think a man in this condition is employ 


able or not. 

Dr. FRANK MENAGH: I doubt that any plant physician would hire him. 

Dr. R. C. Jamieson: I should say that he would be employable if he could 
find some kind of employment in which he would have no contact with substances 
to which he is allergic. There is also the question of whether there is something 
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the man’s background that would result in his having exacerbations based on a 
neurocirculatory disturbance. The persons of whom I speak had hands with the 
vpical cold, clammy feeling peculiar to neurocirculatory disturbances, and it might 
asily be possible that no matter what he did he would still have some of thes 


attacks. 


Dermatitis Due to Soap. Presented by Dr. Hartuer L. Keim. 

L. G., a white man, aged 52 years, has been a gear cutter for eight years. His 
vocation has in no known way been changed. Two months ago an eruption first 
ippeared on his feet and later on the hands. Pruritus is mild, and only ointments 
have been used. He presents an erythematosquamous dermatitis of both palms, 
particularly evident about the finger tips. On the feet, both heels and the lateral 
surfaces are involved in a finely erythematous desquamating dermatitis. A few 
tine vesicular lesions are evident on both hands and feet. There is no involvement 
of the interdigital webs or the nails. Further inquiry reveals the fact that within 
ecent months his stockings have heen cleansed with Roman Cleanser In the 
ibsence of any clinical evidence of dermatophytosis, it was felt that this eruption 
epresents a contact sensitivity to the bleach used in the stockings and accordingly 
is not occupational. 

DISCUSSION 

Dr. H. L. Keim: I brought along this man to exemplify one real difficulty 
that I encounter in establishing a diagnosis in these cases of eruptions on the hand 
Many of them occur in older persons, who have been employed for a considerable 
period, and are frequently incorrectly diagnosed as ringworm. A number are, of 
course, the result of employment contacts, but also a great many result from con 
tacts made outside the plant. I think that Dr. Pinkus’ point is especially well 
taken because the average patient who does not get well in a reasonable period 
vill invariably try some home remedy. Frequently, the family physician is first 
consulted, and he, presuming that he is dealing with a fungous infection, prescribes 
vintment of benzoic and salicylic acid or some other irritating fungicide, with dis 
astrous results. I am many times asked to decide whether or not these eruptions 
on the hands and arms are occupational in origin many months after they first 
appeared; the establishment of the diagnosis then I find extremely difficult to make, 
it I am to be fair to both parties concerned. This case of the patient with the 
eruption on the fingers, dorsal surface of the toes and heels does point out the 
fact that the employees frequently have dermatoses on their hands and feet which 
are not necessarily occupational in origin. This man informs me that his eruption 
started on his feet and that his stockings are washed with strong soaps with 
Roman Cleanser always added. It is my opinion that this eruption is a dermatitis 
venenata resulting from contacting these materials. It is my further opinion that 
this and many other eruptions on the hands are kept up with the use of alkaline 
soaps, notably medicated soaps and other irritants, and I feel that reeducation as 
to the care of the skin is an important part of the therapy. This patient has been 
unemployed for a period of six weeks but is not off duty because of the dermatitis 
but, as he says, “because of severe nervousness.” 


Dermatophytosis of Hands and Feet. Presented by De. Rowert C. JAMirson 


I. L., a white man aged 30 years, worked in a defense plant from November 
1942 to January 1944, being in contact with oil. A few weeks after starting work, 
his hands became reddened and edematous and a secondary pyoderma developed. 
Involution was almost completé after five to six months of local and roentgen ray 
treatment. 

There has been no contact with oil for the past nine months, but he still has 
eczematoid patches on the palms and palmar surface of the fingers, with some 
small deep vesicles in and around the patches. Some areas are fissured and scaly 
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without visible vesiculation. Fungi were found microscopically. Intensity is 


variable, usually greater in hot weather. 


Atopic Eczema. Presented by Dr. Robert C. JAMIESON. 

D. P., a white man aged 31 years, works in a tool shop. This patient was 
presented on account of having lesions on the forearms which could be confused 
with many lesions in that location due to occupational contact. 

The only lesions at present are bilateral and symmetric eczematoid demarcated 
patches on the inner and ulnar aspect of the writsts and forearms and a slight 
indefinite thickening and fissuring of the skin on the knuckles of several fingers 
The remainder of the skin is normal. 

His history shows that he has had atopic eczema for fifteen years and before 
being in the army had had contact with oil. Lesions had been present on the 
ankles while he was in the Army, but the lesions on the arms and hands had not 
been bad at that time. There is no contact with oil in his present occupation. 


DISCUSSION 


Dr. R. C. Jamitson: The last 2 patients were presented partly with the object 
of getting some expression of opinion as to how dermatologists feel about these 
cases that were at one time compensation cases. The patient still has lesions 
that he wishes to be considered compensable but which clinically are not those of 
the compensable disease at all. I. L. has keratoses on the palms, patches of derma- 
titis which are demarcated with satellite vesicles in which fungi are found. The 
great difficulty in these cases is to convince the patient that this is not the original 
disease, even though he has not worked at that particular job for many months 
and the lesions are not at all of the occupational type. These people make, or 
try to make, a physician sign papers, and the lawyers in the case try to get a phy- 
sician to say that it is still a compensable case, even after many months or even 
a year or two. The question of the concomitant eruptions, fungous infections 
accompanying, preceding or following occupational dermatitis, makes one ot 
the most complex problems that physicians have to deal with today and one 
which I think cannot be solved in any dogmatic way. I think that each of these 
cases has to be judged on its own merits. The man I presented is in a sales 
position at present, and yet he has these patches which he thinks are compensable 
The only thing I can do with him is to try to persuade him to the belief that these 
lesions are not compensable and that what he has now is in no direct relation to 
what he had before. The other man I presented had lichenoid dermatitis in areas 
which might have been produced by occupation or might have followed certain 
occupations, such as coming in contact with or resting the arms on parts of the 
machine from which there might come a localized dermatitis. 

Dr. R. A. C. WoLLenserc: To enlarge the question, what is done in the case 
of the person who is known to have a fungous infection of the feet? He goes 
to work, and the hands get bad. He quits work, and the hands get better. He 
goes back to work, and the hands become bad. He quits again, and the hands 
get better. How about him? 

Dr. R C. Jamieson: I should be inclined to think that he had more than one 
condition. He would have a résidual fungous infection plus an occupational der- 
matitis. The criterion of an occupational dermatitis is this: Does it come on when 
the person goes to work? Does it clear up when he quits? Does it come back 
when he goes back to work? 

Dr. LoreEN SuHarrer: I think fhat Dr. Jamieson is to be complimented on his 
integrity and honesty in the management of this case in relation to the nonindustrial 
origin of the dermatitis. I know that is a serious problem from an economic 
standpoint for the practicing dermatologist. Here is a man who insists that his 
disease is industrial, and he practically puts the dermatologist on the spot, threat- 
ening that if he is going to get any pay he must support him in that particular 


contention. 
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Nov. 28, 1944 


Multiple Pigmented Hairy Nevi (Melanocarcinoma?). Presented by Dk. 
A. BENSON CANNON. 
J. H., a boy aged 14 months, was seen in consultation Aug. & 1944, for an 
pinion regarding treatment of multiple pigmented hairy nevi After a biopsy 


Multiple pigmented hairy nevi. 


study of a specimen taken shortly after birth, a diagnosis of melanocarcinoma was 
made. The patient is the only child of healthy parents, born at full term, normal 
lelivery and apparently healthy except for numerous disseminated, brown, hairy, 
molelike lesions all over the body and extremities, most numerous on the upper 
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part of the chest and on the sides of the face. A second biopsy, taken six week 
later from another hairy, pigmented lesion, was reported as confirming ¢ 
previous diagnosis. The child has developed normally both mentally and phys 
cally; no signs of malignant growths have. appeared, and as far as the mothe 
and family physician know the child has been perfectly well in every respect 
rhe lesions have not changed except that the hair in them has grown a bit longe: 

Examination shows a well developed, well nourished and apparently healthy 
child of 14 months. There are extensive light tan to dark brown, pigmented 
raised, hairy, molelike lesions scattered all over the body and extremities, varyin 
irom the size of a pea to a covering of the entire upper part of the chest, from 
and back, sides of the face and neck and the entire right arm to the elbow. Ther: 
are palm-sized, smaller lesions on the outer aspect of each buttock and a bandlik: 
wristlet around the left wrist. Some of the dime-sized to half-dollar-sized pig 
mented areas were macular and tan colored, with central pea-sized dark brow: 
molelike papules in the centers. The hair in many of the lesions was from '% in 
to 2 inches (1.2 to 5 cm.) long and fairly thick. 

Two slides of ‘the biopsy were presented with the patient. The diagnosis by 
both the dermatopathologist and the general pathologist at Columbia University 
was that of melanocarcinoma 

DISCUSSION 

Dr. Frank C. Comsrs: If the biopsy report, which has been verified by 
dermatopathologist and a general pathologist, had not been mentioned, [| should 
say that this was a simple pilopigmentary nevus of a benign nature, and I stil 
think that it is. In this instance I think that the histologic diagnosis should bx 
foregone and the growth considered as benign. I cannot see that this will mak: 
any difference, except insofar as prognosis is concerned. I do not think that it 
would affect the treatment, which would be to leave the nevi alone. 

Dr. Howarp Fox: I agree entirely with Dr. Combes, both as to diagnosis and 
as to his recommendation that no treatment be carried out. I think that the idea 
of any plastic operation is out of the question at the present time. I should lik 
to ask Dr. Cannon whether he had in mind treating only the small possibly malig 
nant lesions or the entire affected area. 

Dr. Ray H. Rurison: I agree with the previous discussers that the pathologi 
findings in this case should be disregarded. 

Dr. Georce M. Lewis: It is difficult to carry out treatment with solid carbon 
dioxide, but if it is done cautiously and carefully one might obtain good results 
with the lesions on the face. I believe that the pigmented area should be treated 
with a large block of solid carbon dioxide, so that one would not get the patch 
work quilt type of response. Any change would be a definite improvement in this 
case, in which such great disfigurement is shown. I am not impressed with th: 
danger of malignant degeneration. 

Dr. Eucene F. Traus: The report on the histology in this case is in line wit! 
a number of experiences that have been had in removal at random of pigmented 
moles of all types, which in most instances, from a clinical standpoint, were per 
fectly benign lesions. This was disturbing in the beginning, until it was found 
that apparently one could not invariably rely on the apparent suggestive changes 
frequently seen in the sections. Apparently, experienced pathologists in some 
instances are unable to determine whether lesions are benign or malignant. This is 
not difficult to understand when one stops to think that the changes observed 
microscopically in the benign junction nevus are in many respects similar to thx 
changes found histologically in the malignant melanoma. One must therefore 
consider the clinical as well as the histologic data before coming to a decision 
as to whether the process exhibits true malignant characteristics or not. It will be 
recalled that I showed a young child with a pigmented hairy lesion on the cheek 
that had been removed by plastic operation and skin graft applied to the area 
The report in this case was also malignant melanoma, and shortly after the opera 
tion pigmented areas appeared in the Thiersch graft. In addition, nodes were 
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ted in the neck, and the possibility that the process was a true malignant and 
metastatic one had to be considered. The child was just seen today and has now 
been followed for several years since the operation. The nodes in the neck dis- 

ppeared after tonsillectomy, and the pigmented changes in the graft have remained 
stationary. 

It is my opinion that the lesion in this case probably was benign right from the 
tart, despite all the peculiar findings, and I also feel that in Dr. Cannon's case 
these lesions are entirely benign. However, with that type of histologic report, 
| should certainly be against treatment with solid carbon dioxide because in any 
type of junction nevus the use of an agent that produces chronic irritation during 
a period is to be avoided. If anything at all is to be done in this case, wide 
excision should be practiced. I think that another point indicating the benign 
character of these growths is the fact that in three separate lesions, namely, on the 
cheek, the shoulder and the wrist, the same histologic structure was found. It would 
certainly be unique for a patient to show three primary melanomas originating from 
three widely separated points at the same time. 

Dr. Georce C. ANpbREWS: I agree with Dr. Fox and Dr. Traub. I have seen 
only 1 patient in the last twelve years who has shown a melanoma on an extensive 
hairy nevus. This patient, an adult about 40 years old, had a bathing suit type of 
nevus, and a melanoma, which was eventually fatal, developed on the shoulder. 
Apparently it is difficult for pathologists to judge early changes in the melanoma. 
Dr. William B. Cole, formerly of Memorial Hospital for the Treatment of Cancer 
and Allied Diseases, who was interested in this subject for years, said that the 
clinical diagnosis was more important than the histologic diagnosis in cases of 
melanoma, and I believe that this is usually true. I agree with Dr. Traub that 
this lesion should not be treated with solid carbon dioxide, as this would not give 
a good cosmetic result. Plastic surgery might be worth considering, as large 
surfaces are now being grafted successfully. 

Dr. Joun C. GRAHAM: I have had the same results as Dr. Traub has had in 
getting reports of melanoma on biopsy specimens when actually the lesion never 
developed into melanoma, and I finally gave up the idea of having pathologic 
reports in every case. It seems to be difficult for pathologists to distinguish 
between a melanoma and a benign nevus. In this particular case there seems to 
be no reason at the present time to suspect that there is a melanoma here. It may 
develop when the child becomes an adult but not now. 

Dr. Geracp F. Macuacek: I think that the criticisms raised are valid. It is 
difficult to foretell what may develop. It should be borne in mind when a child 
with an atypical pigmented lesion is being dealt with and the question of a malig- 
nant growth arises that the lesion is apt to be not malignant. At least, it need not 
be considered as malignant, as it would be in the case of an adult. Even in frank 
melanomas—even in a tumor of the skin, for that matter—there is no recurrence 
until twelve to fifteen years later. I have had that experience before. I recall 1 
patient with melanoma of the shoulder with recurrence and metastasis locally who 
is still alive, after many years. Evidently, the situation is not the same in a child 
as in an adult. 

Dr. Maurice J. Costetto: I think that the mistaken interpretation is more 
likely to be made in lesions that have been treated by surgical diathermy. I have 
had several such experiences. I can refer to 1 patient in whom a coal black lesion 
developed in the center of a treated mole. The biopsy specimen taken from this 
lesion was reported as melanocarcinoma. The lesion is still present and the patient 
is alive, eight years later. It is my impression that a mistake was made by the 
pathologist. 

Dr. A. Benson CANNON: I referred the child to a plastic surgeon to see 
whether an operation could be performed that would improve the appearance of 
the boy’s face. The surgeon recommended that removal of the nevus followed by 
a skin graft would be the proper procedure and suggested that the patient be 
brought back the next summer to have the work done. 
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Hydrocystoma. Presented by Dr. ANTHONY C. CIPOLLARO. 

A. S., a woman aged 50, born in Italy, stated that about one year ago sh: 
noticed a small lesion at the outer canthus of the left eye. This lesion has grow 
gradually. She has done nothing special about it. 

The patient now presents a lesion which is about the size of a split pea, 
translucent and is extremely tense. It appears to be filled with a clear fluid 
possibly sweat, and causes the skin to be under great tension. The skin of th 
cyst wall shows several telangiectatic vessels. There are no inflammatory reactions, 
and the patient stated that there has never been any inflammation in or about the 
lesion. 

DISCUSSION 

Dr. FRANK C. Combes: This is an unusual case, and I agree with the diagnosis 

I think that I saw a similar case once, years ago. 


+ 


Dr. Howarp Fox: I agree with the diagnosis. This is a rare disease, said t 
occur in people exposed to heat, as in housewives. It is unusual to see only on 
lesion. 

Dr. A. BENSON CANNON: I think that one should rule out the possibility that 
this may be a cyst of the meibomian gland, inasmuch as it involves the mucous 
surface of the lid as well as the adjoining skin. 

Dr. EvuGene F. Travzs: While I believe that single lesions of hydrocystoma 
are not common, it is of interest that 2 patients with such lesions were recently 
shown at the New York Academy of Medicine and a patient with a single lesion 
was also seen at the Skin and Cancer Unit of the New York Post-Graduate Medica! 
School and Hospital. I mention this because in the first 2 instances the lesion: 
were mistaken for some type of tumor, one having been thought to be a melanoma 
and the other being labeled hemangioendothelioma. It should be stressed that 
lesions of hydrocystoma do occur singly and that when they do they are not 
infrequently much larger lesions than when groups of multiple sweat cysts are found 


Poikilodermatomyositis. Presented by Dr. Georce M. Lewis. 

D. M., a white housewife aged 40, is presented from the New York Hospital 
In March 1943 she first noticed a small red scaly patch in the left axilla. This 
increased in size, and the right axilla subsequently becamé affected, followed by 
involvement of the arms, the dorsa of the hands and the pubic region. Erythema 
of the face and swelling of the eyelids were first noted only a few months ago 
In July 1943 weakness of the legs developed, and it has been a troublesome symptom 
ever since. The arms have also shown this symptom. Other symptoms and signs 
which have developed include nocturnal fever, increased perspiration, pruritus of 
many cutaneous areas and tenderness over the distal phalanges. . Recently there 
has been restriction of movement of the arms because of the development of fissures 
in the axillas. Erythematous areas were noted on the face, including the eyelids, 
on the dorsa of the fingers and over the axillas. Telangiectatic macular and 
slightly elevated areas were present on the chest and, to a large degree, on th« 
legs. The deltoid muscles showed some irregular doughy masses. A biopsy of a 
specimen from the left deltoid muscle showed considerable degeneration and an 
inflammatory perivascular exudate. The blood count showed 5,200 white cells, the 
other elements of the blood being normal. 

The Mazzini test was negative and the urine normal. Both the ascorbic acid 
and the glucose tolerance tests showed lowered values. All other routine tests 


showed normal results. 
DISCUSSION 
Dr. ANTHONY C. Crpo_Ltaro: I am much interested in this disease because 
scleroderma, poikiloderma, dermatomyositis and Raynaud’s disease are seldom clear- 
In other words, features of all these diseases may be seen in any one of them. 


cut. 
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ven though the clinical manifestations vary, I believe that the underlying pathologic 
nges are common to all of them. Not all patients respond to treatment, but 
me do improve under the influence of vasodilators. 
Dr. Maurice J. Costetto: I wonder what relationship this eruption has to 
is erythematosus, since all the lesions are on the exposed portions of the 
ulders and the V of the chest. 
Dr. GerALD F. Macuacek: As far as I can make out, evaluation of cases 
is group, including poikilodermatomyositis, scleroderma and dermatomyositis, is 
lificult, and to separate particular cases and classify them is sometimes almost 
mpossible. I do not know why one should call this poikilodermatomyositis and 
t consider disseminated lupus erythematosus. 
Dr. GeorcE M. Lewis: The cases of dermatomyositis seen at the New York 
spital have varied considerably in thetr clinical features. This woman shows 
e features of weakness of muscle groups, together with cutaneous changes. Most 
the changes in the skin are more suggestive of poikiloderma than of lupus 
rythematosus, and there are also sclerodermatous changes in some areas. I believe 
that dermatomyositis is a well defined entity which can be distinguished from lupus 
rythematosus, poikiloderma and scleroderma, although in this case all three diag- 
ses might be considered. 


A Case for Diagnosis (Fibrosarcoma?). Presented by Dr. Maurice ] 
COSTELLO. 


A. B., a woman aged 58, was first seen by me on Nov. 2, 1944. She stated that 
» had a tumor removed from her back five years ago. In September 1943, a mass 
excised from her right groin, which consisted of two encapsulated nodules 
regularly oval in shape, one measuring 2 by 1.5 cm. and the other about 9 by 4 cm. 
On section they were yellowish and semitranslucent and were rubbery in con- 
stency. Smaller nodules were removed from the buttocks at that time. The 
icroscopic diagnosis was neurofibroma. On November 10, an irregular nodule, 
measuring 4 by 3 cm., was removed from the right thigh. On section it was hard, 
glistening white in some areas and flesh colored in others, presenting a rather 
lomogeneous appearance. The microscopic report at that time was as follows: 

“This is a tumefaction which varies in its cellularity; in some areas ‘it is highly 
ellular, while in others it shows a considerable amount of collagen. The majority 
f cells are fibrous connective tissue cells, some of which are spindle shaped and 
thers of which are polygonal. They are unequal in size and shape, differ in their 
staining qualities, have hyperchromatic nuclei and show a moderate number of 
mitotic figures. The microscopic diagnosis is fibrosarcoma of the thigh.” 

At the present time, the patient presents a number of pea-sized to half-dime- 
ized discrete, flat, shotty, firm lesions on the right buttock, the right hip region, 
the right side of the abdomen and the right inguinal area. Some of these lesions 
ire invisible and can be appreciated only on palpation. The patient states that the 
pruritus is intense, although none of the signs of chronic itching are present. 
Recently, the patient has complained of severe pain in the right upper extremity. 
She has not lost weight or strength. A slide of the section, removed in September 
1943, is available for study. 

DISCUSSION 

Dr. Evcene F. Travus: If roentgen ray therapy has not been tried in large 
loses, I should suggest trying it. Some of the lesions looked almost like lympho- 
blastoma; in other words, like a lymphosarcomatous infiltration of the skin rather 

an neuromatous or fibromatous infiltration. 


Dr. GeorceE C. ANpDREWS: Roentgenologic treatment should be tried in this 
ise. The eruption is a little unusual in appearance. Most cutaneous fibrosarcomas 
re not plaquelike inflammatory indurations of the skin, such as these are, but are 

rather elevated papules and nodules that are not so inflammatory. 
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Dr. Geratp F. MacuaceK: This should be considered a rare lesion. It is not 
often that one sees fibrosarcoma of the skin. In my opinion, the histologic changes 
are those of sarcoma rather than those of one of the lymphoblastic infiltrations, 
although I have seen not dissimilar cases of lymphosarcoma. : 

Dr. Maurice J. Costetto: I also think that this eruption has the features of 
lymphoblastoma. These lesions are extremely pruritic ; they have already responded 
to roentgen rays, and the itching has been relieved by this form of therapy. 


Lichen Nitidus. Presented by Dr. Maurice J. CosTELLo. 

R. C., a girl aged 7, has had a generalized eruption for the past year, including 
the face, especially around the commissures of the mouth, the torso, where it is 
profuse over the chest, and the flexor aspects of the upper and lower extremities 
The eruption consists of numerous pinpoint, flat-topped, shiny, polygonal, closely 
aggregated papules in patches varying in size from that of a nickel to that of a 
palm. When the fingers are passed over the areas, there is a nutmeg grater sensa- 
tion. There is some lichenification of the patches on the flexor surfaces of the 
wrists due to scratching. Treatment has consisted of application of a keratolytic 
lotion and administration of large doses of vitamins A and D. 

DISCUSSION 

Dr. Geratp F. MacHaceK: The grouping of the lesions suggests lichen scro- 
fulosorum rather than lichen nitidus, but the patient seems to be in excellent 
physical condition. Pityriasis rubra pilaris is a possibility to be considered. 

Dr. Georce C. ANpbReEws: As several others have suggested, I think that it 
probably is just mild early pityriasis rubra pilaris. 

Dr. Eucene F. Traus: It was also my impression that this might be a case 
of early pityriasis rubra pilaris in which all the characteristic features had not yet 
had time to develop. 

Dr. Howarp Fox: I cannot agree with the diagnosis as presented. The lesions 
are not bright and shiny, as the name implies, and they are certainly scaly. I have 
never seen a case of lichen nitidus so profuse as this. There are not enough typical 
lesions to warrant the diagnosis of pityriasis rubra pilaris; there are no thickening 
and no lesions on the backs of the fingers or in the scalp. I think that this diseas 
might yield to vitamin A in large doses. This also helps in many cases of pityriasis 
rubra pilaris (a disease which may be in the same category). ~” 

Dr. Paut E. Becuet: In my opinion, the clinical evidence does not warrant 
a diagnosis of lichen nitidus. There is too much hyperkeratosis, and the lesions ar¢ 
too acuminate. The characteristic shiny, pinhead-sized, almost flesh-colored, dis 
crete papules of lichen nitidus are conspicuous by their absence. 

Dr. Frep Wise: I cannot offer a diagnosis, but some of the lesions, particularly 
those on the outer side of the thigh, near the groin, can be taken for lichen nitidus 
They are definitely shiny and elevated. But whether the whole picture is that of 
lichen nitidus I am unable to say. I should rule out pityriasis rubra pilaris for 
many reasons, because this eruption, to the extent seen here, would have a peculiar 
orange-yellow color, and no such color can be seen here. I should like to see a 
report of a biopsy. 

Dr. Maurice J. Costetto: From the clinical point of view, I should not favor 
pityriasis rubra pilaris. In addition to the points made by Dr. Wise, there is no 
sharp demarcation of the eruption, as is found in that dermatosis. I based my 
diagnosis on the original lesions, which were flat, shiny and discrete. 


Recurring Stomatitis. Presented by Dr. Howarp Fox. 

I. C., a Jewish salesman aged 42, has suffered from an eruption of the tongue 
and soft palate for the past year and a half. Until ten days ago the disease had 
been confined to the mouth. The eruption consists of small, white patches on the 


| 
| 
| 
| 
| 
i 
| 
| 
| 


SOCIETY TRANSACTIONS 419 


right side and tip of the tongue, which have been present without remission since 
the onset. The patient states that one or two lesions appear nearly every day and 
last only a day or two. He has not noticed any vesicles or bullae on the tongue. 
[he eruption does not cause any soreness and does not interfere with eating or 
lrinking. About ten days ago, he noticed an eruption on the lips, which he con 
idered to be “cold sores.” 

Three days ago, when first seen by me, there was a bean-sized white patch on 
he right side of the tongue, which looked as if silver nitrate had been applied. 
Today this lesion is red but is neither painful nor tender. The soft palate shows 
a stippled, nontender and erythematous eruption. On the lips are crusts which 
suggest erythema bullosum, and on the chin there are a few red scaly macules. 

The patient is in good general health but is overweight. He has lost no weight 
since the onset of the disease. He was born in the United States, where he has 
always lived. He was formerly a heavy smoker of cigars but of late has smoked 
moderately. He does not take alcoholic drinks to excess and has used the same 
dentifrice for years. He does not suffer from indigestion. 

He has seen many physicians, some of whom have treated him for vitamin 
deficiency. He has had large doses of riboflavin and ascorbic acid, without any 
improvement. Just before the eruption appeared, he was given injections of poison 
ivy extract for prophylactic treatment. He is not accustomed to taking any drugs 
and has never been treated with either sulfonamide compounds or penicillin. 

The blood count and urine were normal, and the Wassermann reaction of the 
blood was negative. Examination for Vincent’s organisms gave negative results 


on two occasions. 
DISCUSSION 


Dr. Maurice J. Costerto: I think that this patient has erythema multiforme 
of the bullous type. 

Dr. Fred Wise: Pemphigus must be suspected in this case. If this is a true 
virus disease, it might be desirable to give this man a series of cowpox inoculations. 

Dr. ANTHONY CrPoLLAro: I think that this patient has pemphigus, and I agree 
that the therapeutic suggestion made by Dr. Wise should be tried. However, if 
the eruption should persist then I should advise intravenous injections of sodium 
nitrite given three times a week. 

Dr. FRANK C. CompBes: I disagree with Dr. Wise. I cannot conceive of lesions 
appearing and disappearing at such short intervals. Also, it does not look like 
pemphigus. It is too clean. I should think of erythema builosum. It might respond 
to smallpox vaccination. I am now treating 1 patient with an eruption confined to 
the lips. She was considerably improved by vaccination during a previous attack 
and has stayed free of it for six months. She now wants to have additional 
vaccinations. I am not ready to say definitely that the vaccination is responsible 
for her freedom from recurrence. 

Dr. Eucene F. Travus: In reference to smallpox vaccination, I should like to 
ask the persons who recommend this whether the results of the therapy are equally 
efficient if there is no reaction, or take. It has been my impression that if one 
does not get a take one need not expect any results from this type of therapy. I have 
discussed this with a number of other dermatologists, who are of the same opinion. 

Dr. Howarp Fox: I felt that nearly every one who saw this man today would 
say that he was suffering from pemphigus. I am doubtful about this diagnosis as 
I have never seen a case of pemphigus or of bullous erythema multiforme in the 
mouth that did not cause a good deal of pain, which interfered with eating and 
resulted in a loss of weight. 


A Case for Diagnosis (Microaerophilic Ulcer?). Presented by Dr. A. 
3ENSON CANNON. 

B. B., a man aged 42, has had ulcers for the past one and a half years. The. 

right leg and broke down and extended: The 


process began as a “boil” on the 
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‘riginal lesion partly healed, but new lesions continued to appear and spread fror 
the old borders. The patient’s general health has always been excellent. Ther 
ire no contributory data in the past history. 

A study of the patient at the Morristown (N. J.) Memorial Hospital, befor: 
he came to the Vanderbilt Clinic, showed the following: Urine and complete blood 
ount were normal. Blood cultures showed no growth. Cultures of material from 
the ulcers on the leg showed staphylococci and gram-negative bacilli. A biopsy 
specimen was reported as inflammatory tissue. The Kahn test elicited a negative 
reaction. 

The patient received penicillin ointment locally and intramuscular injections 
totaling 550,000 units in ten days (5,000 units every four hours); he also received 
potassium iodide, 10 drops three times a day; gentian violet medicinal; liquid 
petrolatum, and zinc oxide. 

Since admission to the Presbyterian Hospital, tests have elicited the following 
results: The sedimentation rate, urine and complete blood count were essentially 
normal. The serum sugar level was 73 mg. per hundred cubic centimeters; the 
Wassermann reaction of the blood was negative. The blood showed a faint trace 
if bromide, and the biopsy specimen was reported as showing inflammatory tissue. 
Cultures of the ulcers were negative for fungi and amebas and positive for hemolyti: 
streptococci, Staphylococcus albus and hemolytic Staphylococcus aureus. All cul- 
tures showed Bacillus coli, and anaerobic cultures were negative. Smears showed 
gram-positive cocci and gram-negative bacilli. 

The microaerophilic culture has not yet been reported on. 

Therapy at the present time consists of injections of penicillin intramuscular] 
25,000 units every three hours, local applications of one-half strength solution ot 
hydrogen peroxide (U. S. P.) by irrigation twice a day, potassium permanganate 
wet dressings during the day (1: 1,800 potassium permanganate) and boric acid 
intment dressings at night. 

DISCUSSION 

Dr. ANTHONY CrpoLLaro: The peculiarity of these ulcerations is that the ulcer 
loes not affect a previously affected area; in other words, it affects normal skin 
and always stops at the place where an ulcer has previously attacked. One of my 
patients pointed this out to me, stating that the ulcer always extended away from 
the scar. It invades new skin but never scar tissues. In this case too, the man has 
lesions on the leg along the periphery of the scar rather tharr on the scar itself. 

Dr. Paut E. Becuer: It is difficult in some of these patients to eliminate the 
possibility of an artefact, at least as the first contributing etiologic factor. When 
this factor has been definitely eliminated, I have found that constitutional treatment 
1! a supportive nature, such as rest, sunshine or generalized exposure to ultraviolet 
rays, combined with vitamin therapy and intravenous injections of ferric cacodylate, 
are of importance equal to, ii not greater than, local treatment. 

Dr. ANTHONY Crpo_Ltaro: For the present I should accept this diagnosis 
because I cannot offer any other, but these are gangrenous lesions which are not 
always due to the microaerophilic streptococci. I believe that there are other 
causes, which as yet have not been determined. I feel that there is always some 
constitutional deficiency in these cases. I had success in treating 1 woman patient 
with this disease with injections of liver and sulfathiazole by mouth. Even though 
there are no clinical evidences of this disease, I am continuing to give an iron 
preparation by mouth and injections of liver twice a month. I think that this is 
good prophylactic therapy. 


Dr. FRANK C. Combes: All the characteristics shown by these ulcers correspond 
closely to the disease described in North Australia as pyoderma ulceresum tropicum. 
What struck me particularly were the elevated, thickened, rolled borders and the 
lack of involvement of previously involved tissues, the painful nature of the ulcers 
earlier and their indolent nature now. These ulcers have been described as being 
exceptionally severe and protracted. The causative organisms are classified as 
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group A hemolytic streptococci and Staphylococcus aureus. Treatment has 
been with sulfapyridine ointment, 3 per cent, locally and large doses of vitamin C 
internally. 

ee that the patient exhibitis a gangrenous echthy- 


Dr. GeorcGe M. Lewis: 
matous infection. 

Dr. GeorGe C. ANDREWS: Paracoccidioidomycosis resembles coccidioidal granu- 
joma, and I believe that Dr. Cannon will report that the cultures and smears in 
this case were negative. Pyogenic gangrene does not always occur in debilitated 
persons. The last patient in this category that I treated was a student from 
Columbia University who rowed in the varsity crew and was in perfect physical 
condition. He was cured by local treatment. Sulfadiazine internally did not do 

im any good, but cleaning the ulcers out every day and using zinc peroxide 
dressings were effective. 

Dr. GERALD F. MACHACEK: Histologically, no etiologic agent was disclosed; 
there was no fungus or ameba. Spontaneous ulcerations of the scrotum, which are 
idiopathic, have been described by urologists and others, usually in association with 
enteritis or abdominal operation. The histologic study did not elucidate this case. 

Dr. Maurice J. Costetro: I agree with the diagnosis. This patient has the 

icroaerophilic hemolytic streptococcic ulcers described by Meleney. I have had 
3 of these cases, and in Meleney’s work at that time he presented many photographs 
with exactly the picture this patient presents. It is a difficult disease to treat success- 
fully. If the lesion, for instance, is on the abdomen, it must be removed surgically 
with an ample border and the wound then packed with zinc peroxide cream and 
kept wet all the time, covered with petrolatum gauze. Best results are obtained 
vhen sulfanilamide tablets are combined with this treatment 


Epidermodysplasia Verruciformis. Presented by Dr. Frank C. Compes. 


J. L., a boy aged 16, presented an eruption confined to the trunk and upper 
extremities, which appeared approximately a year after birth. It has varied little 
since then, other than becoming slightly erythematous and itching in hot weather. 
Che distribution is bilaterally symmetric and is especially protuse over the anterior 
part of the trunk, although on close inspection it is almost as extensive on the back, 
but the individual lesions there are not so protrusive and prominent. No lesions 
are present on the face, palms or soles, although several appear on the backs of 
hoth hands. The individual verruca is a small, mamillated, sessile or obtuse papule, 
2 to 5 mm. in diameter, and some of them coalesce to form small plaques, 1 to 2 cm. 
in width. In general the outline of these lesions is irregular or polygonal. On 
palpation they are rough and dry, and they are grayish brown, although some are 
slightly reddish. The intervening skin is normal. The number of lesions present 
approximate about twenty to each square inch (6.5 sq. cm.) of skin on the trunk. 

Subjective symptoms are absent, although the patient says that the eruption 
irritates him somewhat at night and in hot weather it is red and itches. Physical 
examination otherwise gave normal results. 

Histologic examination of a section of skin, which included one of the lesions 
on the left side of the chest of the patient, showed, under low magnification, that 
the epidermis was unusual in that there were many areas in which it was thin and 
other areas in which there was a modified hyperplasia of the prickle cells. In 
some locations there was a definite infolding of the epidermis, as is usually seen 
in verruca vulgaris. In these places there was acanthosis and the basal cells were 
umerically increased, separated and arranged in nests. Some of the nests were 
lined with keratin. In some areas the prickle cells appeared normal, and in others 
there was a tendency toward vacuolation around the nuclei. The affected cells were 
larger than normal and showed definite signs of degeneration by a lack of distinct 
staining, a loss of nuclei and the formation of small cavities. Intercellular bridges 
between these dyskeratotic cells could not be discerned. A hyperkeratotic scale 
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surmounted the lesions, but there was no parakeratosis. The rete pegs were 
broadened and in places fused. There was a mild round cell infiltration in the 
papillary layer of the corium. 

DISCUSSION 

Dr. Howarp Fox: I believe that this is the second case to be presented before 
the society. I agree with the diagnosis. 

Dr. GeraLp F. MacHaceK: I agree with the diagnosis. Some lesions may 
ultimately go on to malignant degeneration. One case, in which I had an oppor- 
tunity to examine numerous sections, showed degeneration which histologically was 
Bowen’s disease. 

Dr. Frep Wise: I agree with the diagnosis. I have seen 3 cases: 1 case was 
shown by Sullivan of Baltimore, and 2 cases were seen here. The patient in 1 of 
the cases on which I reported at first had no sign of active epithelioma anywhere 
on the body, and two years later he had an epithelioma on the forehead, which Dr. 
Machacek described as Bowen’s disease. 

Dr. A. BENSON CANNON: I think that Dr. Combes should be complimented 
on making a clinical diagnosis before having the pathologic report. 


Basal Cell Epithelioma. Presented by Dr. ANTHONY C. CIPOLLARO. 


J. E., a fireman aged 38, was first seen by me on Sept. 29, 1944, because of a 
lesion on the left lower eyelid, of four years’ duration. The patient stated that 
he first noticed a spot on the edge of the left lower eyelid near the inner canthus 
about four years ago. He did not do anything about it, although he had shown it 
to physicians. About one and a half years ago a general practitioner burnt it 
out, and it promptly recurred. During the past several months it had been spread- 
ing rapidly, and the patient consulted several physicians about it but nothing 
was done. 

On examination there was a lesion affecting the inner half of the left lower eye- 
lid. There were two different clinical appearances to the lesion. The outer half 
was ulcerated, with a definite pearly border. A portion of the border, including the 
ulcer, invaded the margin of the lid and the conjunctiva for a distance of about 
2mm. Nearer to the nose there was an elevated, pea-sized, firm tumor, with 
telangiectatic vessels overlying it. One lesion encroached on the other. 

On October 2, the skin about the epithelioma was anesthetized with procaine 
hydrochloride and the conjunctiva was anesthetized with 1 per cent phenacaine 
hydrochloride solution. The lesion was thoroughly curetted and desiccated under 
magnification, and a boric acid ointment dressing was applied. The patient was 
then given four roentgen ray treatments, each consisting of two erythema doses 
(600 r) of unfiltered roentgen rays. The treatments were given on October 5, 
11 and 18 and on November 10. In order to be certain that the tumor bed was 
uniformly irradiated, additional radiation was applied, 45 mg. of radium filtered 
through 0.5 mm. of platinum being used and kept in contact for thirty minutes. 
These treatments were given on October 18 and 25. The eyeball was protected 
with a brass eye shield. 

When the patient was last seen, on November 29, the lesion appeared to be 
completely healed and there was roentgen erythema about the tumor bed. 

Histologic examination showed “basal cell epithelioma en masse.” 


DISCUSSION 


Dr. Frank C. Compes: This is a beautiful result and probably will be 
permanent. 

Dr. Eucene F. Traus: The result in this case is excellent, and from the 
present examination it seems reasonably certain that it will remain so. It has been 
my opinion that the treatment of choice for epitheliomas about the eyelids is a 
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mbination of desiccation, curettement and radiation, as was carried out in the 
resent case. 

Dr. Georce C. ANDREWS: This is a beautiful result. 

Dr. ANTHONY C. CrpoLLaro: The results of treatment with a combination of 
lectrosurgery and radiation of epitheliomas affecting the margins of the eyelids 
ave been satisfactory in my experience. I do not believe that extensive surgical 
reatment, including enucleation of the eve, is necessary in the management of 
esions of this type. 


Acrodermatitis Chronica Atrophicans with Angiosarcomas. Presented by 
Dr. Frep WISE. 

J. G., a woman aged 60, registered at the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital on Noy. 21, 1944, presenting 
growths on the right ankle and foot, of two years’ duration, and a “condition of 
redness of the skin,” of twenty vears’ duration. She complains of itching of the 
right leg but not of the foot. The growths on the foot are neither painful nor 
tender. The patient is otherwise in good health. 

A pea-sized growth first appeared on the outer side of the right ankle about 
three years ago. This was destroyed by an electric needle. Two new lesions 
appeared about two months ago. 

There are about one and a half dozen growths, discrete, purplish red in color 
and varying in size from that of a match head to that of a large pea. They are 
palpable and not tender. Most of the lesions are concentrated on the inner and 
under surface of the distal half of the right foot, where they are closely grouped, 
rounded, moderately infiltrated and covered by heavy crusting. Pea-sized to bean- 
sized nodes are palpable in the left groin. The patient has acrodermatitis chronica 
atrophicans on both lower limbs and enlarged varicosities, most evident on the 
right leg. 

Histologic examination of one of the lesions showed the following findings : 
“The epidermis is moderately irregularly acanthotic except for its central portion, 
where it is thinned, with obliteration of the rete pegs and corresponding papillary 
bodies. Underneath the latter there is a mass composed of spindle cells. Scattered 
throughout this mass are many small, thin-walled blood vessels. Similar but less 
well defined masses are noted in the deeper portions of the corium. The vessels 
throughout the section are dilated, and some of them are surrounded by a mild 
cellular infiltration composed of small round cells. The Perl reaction was negative. 
The diagnosis was angiosarcoma and acrodermatitis.” 

Dr. Howarp Fox: It is unusual to see malignant changes in cases of acro- 
dermatitis chronica atrophicans. 

Dr. Georce M. Lewis: Martin has described malignant degeneration in acro- 
dermatitis. Dermatologists seldom see this complication, but apparently the men 
who specialize in cancer observe it more frequently. 

Dr. Eucene F. Travus: I should like to ask Dr. Wise if the sarcoma developed 
on the plantar surface of the foot on the instep or in the area of the acrodermatitis, 
as the lesion seems to be such an extensive one at the present time that it is difficult 
to determine the point of origin of the sarcoma. The little experience I have 
had with the treatment of sarcomas in this location and depending, of course, also 
on their degree of malignancy is that they are hard to eradicate. In this case, 
with the widespread area of involvement, if anything is to be attempted locally it 
may be necessary to do an amputation of the foot to effect a cure. 

Dr. GeorceE C. ANprews: Dr. George Pack reported 3 or 4 cases of this dis- 
ease complicated by epithelioma and considers it to be a precancerous dermatosis. 

Dr. GERALD F. MAcHACEK: Histologically, this appears to be a sarcomatous 
process. In any event it is important to differentiate between that and Kaposi's 
sarcoma. When one considers a sarcomatous process pure and simple an amputa- 
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tion may be in order, but if it is Kaposi’s sarcoma one would be loath to recommend 
such a course, as the latter is a systemic involvement. 

Dr. Frep Wise: In answer to Dr. Traub’s question, areas of edema accompany- 
ing this growth appeared in the previously affected areas, and with respect to 
treatment, in view of the patient's age and general condition, it was decided, on 
consultation at the New York Post-Graduate Medical School and Hospital, that 
deep roentgen ray therapy should be tried before the more radical surgical treat 
ment is resorted to. 

A Case for Diagnosis (Dermatitis Medicamentosa). Presented by Dr 

EuGENE F. TRAUB. 

E. S., a woman aged 56, was first seen at the Skin and Cancer Unit of the Post 
Graduate Medical School and Hospital about November 20. She stated that she 
had been treated for a ragweed allergy and on November 8 had received 10 units 
of ragweed extract. Two days following the injection a mild eruption developed 
on her face, right arra, forearm and hand. On November 15 she was given an 
injection of 20 units of ragweed extract; directly after this the right hand swelled 
and the eruption became much worse. The only other history of ingested medicine 
was that of expectorant mixture, which was taken without codeine. This, however, 
was discontinued two days before she received the first injection of ragweed extract 
and, therefore, four days before an eruption appeared. At the present time she 
presents patches of erythema scattered over the right hand, forearm and arm, with 
somewhat elevated borders and polycyclic outlines. The hand and forearm are 
greatly swollen. Her face shows a number of annular lesions, particularly a 
Jarge one on the right cheek and in the temple area, which had a hard elevated 
border and strongly suggested either a sarcoid or a granuloma annulare. There 
were a similar, but smaller annular lesion on the bridge of the nose and erythematous 
patches scattered over the forehead and face. The patient was given a soothing 
lotion and mild zinc oxide ointment locally and has improved under this regimen. 

Since the patient was presented, she has been given the expectorant mixture to 
take for two days in rather liberal doses, without a flare-up of her eruption. 
Furthermore, all the lesions practically disappeared within two or three weeks 
after presentation, so that there seems little question but that this was an eruption 
produced by the injections of the ragweed extract. . 


DISCUSSION 

Dr. Georce M. Lewis: I agree that the condition is dermatitis medicamentosa. 
This is not the common cutaneous response to ragweed extract. The cause might 
be some drug, the ingestion of which was not elicited in the history. If not, perhaps 
some of the ingredients of the expectorant mixture which she took are responsible. 

Dr. Ray H. Rutison: I agree with the diagnosis presented. I think that the 
eruption is a reaction to ragweed extract. 

Dr. Howarp Fox: I agree with the diagnosis as presented. The eruption 
appeared two days after the first injection, and a week following the second injection 
the patient got worse. 

Dr. Frank C. Compes: I agree with Dr. Traub. 

Dr. A. BeNsoN CANNON: The bilateral, symmetric, circinate, nodular red 
lesions on this patient’s cheeks are strikingly like sarcoid or lupus erythematosus, 
and I suggest that a biopsy be made. 

Dr. FreD Wise: I am in accord with Dr. Cannon. I question whether this is 
due to ragweed extract. 

Dr. GERALD F. MacHAcEK: Only recently we had a similar case, that of a 
patient with an eruptive flare-up following the ingestion of some medicament. On 
histologic examination the lesion proved to be a lupus erythematosus. 
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Dr. Georce C. ANDREWS: I did not examine the patient carefully, but if this is 
case of ragweed dermatitis occurring aiter injections to immunize her against 
agweed then there is an extract counterpart of this case reported in the Journal 
Allergy for May 1944 by R. A. Cooke, of Roosevelt Hospital, who stated that 
ree times after injections of ragweed extract lesions broke out on the face and 
Dr. Eucene. F. Traus: The duration of the eruption in this patient was three 
veeks. The history is definite that the eruption followed within two days after her 
first injection of ragweed extract and that it again flared up, a week later, after 
er second injection. No further injections were given, and the eruption began to 
lisappear, with practically no treatment except the soothing local application. The 
istory, therefore, seems definitely to tie the process in with the injection of rag- 
eed extract, particularly since the only other medicine was discontinued two days 
hefore the first injection was given. Before this history was obtained, the eruption 
n her face suggested the possibility of sarcoid, lupus erythematosus or even granu 


ma annulare. 


Tertiary Syphilis. Presented by Dr. AntHONY C. CIPoLLARo 


+ 


J. E., a 67 year old white woman born in the United States, first attended the 
Skin and Cancer Unit of the New York Post-Graduate Medical School and Hos- 
pital on Sept. 8, 1943. She gave a history of having had lesions on her face on 
and off for thirty years, and she was told that she had tuberculosis of the skin. 
During all this time she was treated only with ointments. Ulcers would form and 
close up, and others would form. Three months prior to her visit to the clinic 
she had painful ulcerations at the junction of the nose and upper lip, which nothing 
seemed to relieve. 

On examination there were many scars of different sizes and different forms 
scattered over her face. There were some nodules and also some active ulcerations 
The largest ulcer was at the junction of the nose and upper lip. This ulcer was 
painful and interfered with eating, talking and other movements of the mouth 
lhe ulcer was sharply demarcated and appeared punched out. 

The right lower eyelid showed a definite ectropion, and at the outer edge of 
the right upper eyelid there was a small mass, which had been present for years. 
The surface appeared to be verrucous, but there was no definite ulceration or 
infiltration. The nature of this lesion has never been determined. The patient was 
examined in the eye clinic but an operation for this lesion was not advised. 

The syphilitic history is negative except for the fact that she has never been 
pregnant, has never had a blood Wassermann test and has never been treated 
tor syphilis. 

Physical examination was entirely normal. The Wassermann reaction of the 
blood was 4 plus. An examination of the spinal fluid was not made. The blood 
count and urine were essentially normal. A biopsy specimen was diagnosed as 
“granulation tissue; there was no evidence of tuberculosis.” 

Mixed treatment was prescribed, and the active lesions promptly responded. 

The patient is presented for opinions regarding the nature of the lesion on the 

rehead. 
DISCUSSION 

Dr. Paut E. Becuet: I agree with the diagnosis; the peripheral extension and 
healing center are characteristic. Malignant growths are occasionally seen super- 
imposed on old syphilitic lesions but, of course, not to the extent of those occurring 
n lupus vulgaris. 

Dr. Frank C. Comers: If anybody had asked me if it were possible for any 
ne to be in New York for thirty years and, having syphilis, not to have had a 
Wassermann test made, I should have said it was impossible. As to the lesion on 
the lid, it is difficult to say clinically what it is. It may be a pyogenic granuloma. 
It is not malignant. 
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Dr. Howarp Fox: There is no question about the scars being due to syphilis, 
though it is somewhat unusual to see such decided symmetry in syphilitic scars. 

Dr. Eucene F. Traus: I have a definite idea about the lesion on the eyelid. 
This patient evidently had a rather destructive lesion at one time on that lid, with 
a resulting contracting scar, which produced an extensive ectropion. If one observes 
the lid carefully at the present time, it is easy to see that what appears to be a 
tumor is simply the everted lid showing the red granulating surface of the conjunc- 
tiva. The eyelashes at the margin of the lid are turned back and involved in the 
process. I do not believe, therefore, that she has a malignant lesion or tumor of 
any type but simply has a red, raw, granulating surface representing conjunctiva in 
a severe case of ectropion. 

Dr. Georce C. Anprews: I do not think that this lesion is a tumor. My 
impression is that it is a chronic inflammatory condition. 

Dr. JoHN C. GRAHAM: My feeling was that it was not malignant. I thought 
that Dr. Traub’s explanation was valid. 

Dr. Maurice J. Costetto: I think that this is granulation tissue. If it were 
epithelioma, I wonder where one would begin and where one would end with 
surgical treatment. The whole lid is involved. 

Dr. A. BENsoN CANNON: We have 3 cases of most extensive scarring from 
gumma at the Vanderbilt Clinic. Each case presents much more destruction than 
is found in this patient. Our 3 patients had had lesions from fifteen to thirty years 
without ever having had serologic examinations made. The patients showed 
advanced destruction not only of the soft parts and bones of the face, skull, upper 
extremities and chest but, in 1 case, of both legs from the knees down. 

Dr. ANTHONY CrpoLtaro: It is, of course, unusual to see a patient with syphilis 
for thirty years who has not had a Wassermann test made. The tumor on the 
eyelid was studied carefully; I do not know its nature. I do not believe that this 
is a cancerous tumor. However, I see no harm in performing a biopsy. 


A Case for Diagnosis (Leukemia Cutis?). Presented by Dr. A. BENSON 
CANNON. 

N. K., a white Jewish postal clerk aged 37, first presented himself at the 
Vanderbilt Clinic on July 7, 1944, complaining of an eruption on the forehead, 
eyebrows, cheeks, neck, left leg and buttocks, of eighteen years’ duration. He has 
had previous hospital study, including biopsies, but has had no relief of his lesions 
from any treatment given to him. He has also received treatment for duodenal 
ulcer. The patient states that he is better in summer, as the skin is not so red then. 

The patient appears to be in good health generally, except for the cutaneous 
eruption. There is a diffuse erythema of a pinkish character on the forehead, 
eyebrows, cheeks and neck. Discrete, waxy, cystlike, split pea-sized, pale, erythe- 
matous papules are distinct on the forehead. These vary slightly in size. Similar 
elements are found on the right buttock. None of the lesions are horny or follicular. 
There is atrophy in some places on the forehead. The hair is sparse on the eye- 
brows and sparser on the left and down over the cheeks and sides of the neck. 

The blood count showed a hemoglobin content of 13.6 Gm., 4,750,000 red blood 
cells, and 7,800 white blood cells, with polymorphonuclear leukocytes 62 per cent 
and lymphocytes 28 per cent. The Wassermann reaction of the blood was negative. 
The basal metabolic rate was minus 16 per cent. Roentgenograms of the sinuses 
showed a clouding of the left maxillary sinus, suggesting sinusitis, and hypertrophy 
of the intranasal structures. 

Histologic examination of a nodule removed from the neck showed infiltration 
of the mononuclear cells. There was no evidence of collagenous degeneration. 
Some elastosis was present, and tiny, keratin-filled cystic comedos were seen. The 
diagnosis was leukemia cutis (?). 
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DISCUSSION 

Dr. GERALD F. MACHACEK: Perhaps I should revise my diagnosis somewhat. 
I still think that the lesion is an infiltration of lymphoid cells, but I should call it 
lymphadenosis rather than a leukemic infiltration. 

Dr. Georce C. ANDREWS: These are small, infiltrated papules in the skin that 
look like lymphadenosis or solitary lymphadenoma or possibly leukemia, although 
the lesions are a little soft. I believe that Dr. Machacek’s statement is probably 
correct. 

Dr. EuceNE F. Travus: As far as the term “ulerythema ophryogenes” is con- 
cerned, I always thought that it was a scarring type of folliculitis limited to the 
eyebrows. Certainly the papular eruption scattered on the face would not conform 
with such a conception, and if the histologic structure, as Dr. Machacek suggested, 
s that of leukemia cutis I believe that this would be a much more likely diagnosis 
ind would account for all the changes seen at the present time in this patient. 

Dr. GeorceE M. Lewis: I think that the histologic interpretation is important. 
The clinical features are not typical for any disease with which I am acquainted. 

Dr. FRANK C. Combes: I agree with Dr. Traub and with Dr. Machacek’s 
histologic interpretation. 

Dr. Howarp Fox: I think that this is some type of lymphoblastoma. 

Dr. A. BENSON CANNON: The eruption began in the eyebrows as a redness 
and scaliness that gradually spread over the forehead, cheeks and front of the scalp 
ind resulted in the loss of eyebrows, in atrophic areas and in the formation of 
small, red, follicular papules. However, I was at a loss to explain the pea-sized 
nodules studded over the forehead, these making me suspect the possibility of 
leukemia. A biopsy on one of the nodules was reported as indicating leukemia. 


Parapsoriasis. Presented by Dr. Maurice J. CosTELto. 

R. A., a 45 year old Italian man, is presented from St. Clare’s Hospital out- 
patient department. He was first seen by me in the middle of October 1944. He 
stated that he was a bricklayer’s helper and that he was under the impression that 
the eruption, which had been present since the beginning of October 1944, was due 
to his occupation. He was sent to me by his employer for a decision on the question. 

He presented a generalized symmetric nonpruritic eruption, consisting of lentil- 
sized maculopapules profusely distributed over the torso and the extremities. Some 
of the lesions were covered with a solid adherent scale. A number of these closely 
aggregated, salmon-colored lesions along the posterior axillary folds and the waist- 
line were slightly depressed, suggesting atrophy. Less conspicuous lesions were 
seen on the head, face and genitals. A biopsy was taken from the left thoracic 
region and presented the following findings: 

“While the entire picture simulates parapsoriasis, the presence of large cells 
would make one suspicious of mycosis fungoides. The vessels of the upper mid- 
cutis are dilated, and about them is a moderate focal cellular infiltration. The 
epidermis shows no acanthosis, but there is considerable edema of the lower border 
and some parakeratosis in areas. The cellular infiltration is composed of small, 
round cells, some plasma cells and epithelioid cells.” 

The Wassermann reaction of the blood was negative. 


DISCUSSION 

Dr. GerALD F. MacHAcEK: I am willing to accept this as parapsoriasis under- 
going atrophy. This is a clinical interpretation. There is not much to be seen 
histologically. 

Dr. Georce M. Lewis: I think that this is a most unusual and interesting 
case. The lesions show no infiltration. The presence of atrophy is unusual, but 
the diagnosis seems correct. 

Dr. Howarp Fox: The eruption looks more like parapsoriasis than anything 
else, although it is of rather short duration. However, I cannot account for the 
atrophy seen on the hip. 
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Dr. Paut E. BecHet: I agree with the diagnosis. The atrophic, sharply out- 
lined patches are most unusual in parapsoriasis en plaque but are common in 
parapsoriasis varioliformis; for these reasons the latter diagnosis deserves con- 
sideration. 

Dr. A. BENSON CANNON: I agree with Dr. Fox’s remarks 

Dr. Frep Wise: The eruption might well be parapsoriasis, but further investi- 
gation is certainly indicated. There are peculiar clinical manifestations in this 
ase. I wish to call attention to an article by Kreibich describing parapsoriasis 
atrophicans, with lesions much like this except that they were larger. I mentioned 
that article in a publication and showed a picture of the patient taken from th« 
article. 

Dr. Maurice J. CosteLLo: From the clinical point of view, parapsoriasis was 
the only diagnosis I entertained. I am at a loss to understand, however, why 
atrophic lesions should be present in guttate parapsoriasis, unless this patient has 
parapsoriasis atrophicans. The biopsy was done on one of the papules, not on one 
of the atrophic lesions. 


LOS ANGELES DERMATOLOGICAL SOCIETY 


A. Fletcher Hall, M.D., Chairman 
Clement E. Counter, M.D., Secretary 
Dec. 12, 1944 


A Case for Diagnosis (Tuberculosis Verrucosa Cutis?). Presented by 

Dr. A. FLETCHER HALL. 

H. L. E. is a single white man, aged 39 years, who has no known tuberculosis 
in his tamily. He has always been in good health and has lived in southern 
California for the past three years. He has always lived in the United States. 
He denies any use of bromides. 

The present lesion started as a pimple on the back of the right thigh twenty 
years ago, while he was living in Detroit. It has gradually increased in size to 
the present 18 by 30 cm. oval lesion. Its surface has always been scaly, and its 
margin has been prominent. Treatment has consisted of local applications for 
ringworm. The patient has not taken iodide and has had no roentgen ray treatment. 
The lesion is painful at times and bleeds easily in the central part, and the borders 
occasionally produce a serous exudate, with crusting. 

The entire posterior surface of the right thigh, most of the lateral aspect and 
the lower medial aspect are covered with a large plaque, all edges of which are 
verrucous and bleed on curettage. Many scales and crusts are present along the 
border, with rather flat, dull red infiltrations beneath. The border is well defined. 
Some discrete daughter lesions are nearby. The central portion is relatively clear 
but studded with dull red, scaly infiltrations; there is no true scarring, but the 
healed areas appear somewhat atrophic. There are no miliary abscesses or other 
pustular elements. 

Direct microscopic examination of scrapings from the papillomatous scaly border 
showed neither hyphae nor spores. Culture on Sabouraud’s medium showed no 
growth in one week. Eagle and Kline tests of the blood were negative. The 
biopsy showed no organisms with acid-fast stain. Hemotoxylin and eosin stain 
showed irregular acanthosis, with “pinching off” of islands of the corium, but no 
abscesses were present. The corium showed granulomatous reaction with edema. 
There were numerous Langhans’ giant cells and epithelioid cells and much round 
cell infiltration. No blastomycetes were seen. 

Treatment has been started by the local application of roentgen rays totaling 
200 r to each of six nonoverlapping areas. The patient is also taking increasing 
doses of potassium iodide by mouth. 


i 
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DISCUSSION 
yphic and verrucous 


Dr. NeELson Paut ANpbERSON: I think that this is a hyperti 
ranuloma that would 


ype of lupus vulgaris. I cannot conceive any other type of g 
give this picture and persist over a period of twenty years 

It does not seem possible that anything but lupus 
I did not have a 


Dr. SAMUEL AYRES JR.: 
ilgaris could last that long and give a picture of that sort. 
ince to see whether apple jelly nodules were present, but I expect that they 
were in the border. A tuberculin test was not noted on the patient’s record; such 
test would be helpful. 


Dr. M. E. OperMAYeER: I agree with Dr. Ayres and Dr. Anderson on the 


rge vascular spaces 


ical diagnosis, but I cannot reconcile the presence of la 
of polymorphonuclear leukocytes in the dermis in a case of lupus vulgaris. 
Dr. KENDAL Frost: I favor a diagnosis of blastomycosis 

Dr. Paut D. Foster: I think that this is a typical case ot blastomycosis. 


Dr. Hat E. Freeman: I think that it is most typical of lupus vulgaris and 


that there is also tuberculosis verrucosa cutis present 

Dr. H. C. L. Linpsay: Lupus vulgaris may be simulated by syphilis and vice 
especially when it involves areas about the nose. The lesion presented 
syphilis should be considered. 


rsa. 
ooks like lupus vulgaris. Nevertheless, 
Dr. J. Watter Witson: If one is searching for blastomycetes, serial sections 
1 the biopsy specimen should be done. The organisms may be found in only one 
two sections. I have seen 1 case in which one could find organisms in only one 
ifth of the sections. 
Dr. A. FLETCHER 
e€ was seen a week ago he stated that his cutaneous disease was of three years’ 
uration, and the motive for making that statement seems to be that for three and 


one-half years he belonged to a contract medical group and he would be eligible for 
group. When I first 


treatment by them if the onset appeared since he joined the g 
saw him, last week, I thought that the eruption was blastomycosis, but careful 
The group that sent 


Hatt: This man misrepresented the history at first. When 


lirect microscopic examination failed to show any organisms 
the patient to me reported finding “myceliums and spores” in profusion in scrap- 
ings from the lesion. This is the second time I have seen a case presented as 
hlastomycosis in which the physician said that he found “myceliums and spores.” 
Tonight the patient admitted that it was twenty years since the onset. It seems to 
me that there is not enough scarring for lupus vulgaris. In fact, the scarring seems 
slight for blastomycosis or any other infection of that depth of involvement. Acid- 
fast stains of tissue sections have revealed no bacilli, nor have any fungous elements 
been found. No tuberculin test has been made. 

Notre.—At the next month’s meeting, Dr. Hall made the following report. 

Serial sections of the biopsy have not shown any acid-fast bacilli or blasto- 
mycetes. A large amount of tissue excised from the border of the lesion was 
injected into a guinea pig three weeks ago, and the animal is still well. Fungi in 
cultures which developed since the presentation one month ago have been identified 
by Dr. O. A. Plunkett, professor of botany at the University of California Medical 
School at Los Angeles, as Scopulariopsis. He believes that this is the cause of 
the present lesions. Further injections into animals are planned. Involution of 
rganisms is progressing under the local use of fractional doses of roentgen rays 


and the taking of 70 drops of potassium iodide three times a day by mouth. This 


would indicate a fungus as the causative agent 


Chronic Dermatophytosis of the Feet and Erythema Annulare of the Face 
and Neck. Presented by Dr. Kennetn L. Stout and Dr. MAxrMILian E. 
OBERMAYER. 


C. F. C. is a white man aged 36 years. He had a streptococcic type of sore 


for ten days. There was 


throat five years ago, severe enough to keep him in bed ¢ 
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a spider bite of the left leg about three years ago, which kept him in bed for three 
days. 

About ten years ago he consulted a dermatologist for an eruption involving the 
feet, groins and right hand. Hé was told that his condition was due to “fungous 
infection.” The lesions on the feet were white, macerated, exfoliating plaques, 
with infrequent vesiculation involving the toes and heels. This condition has been 
present intermittently for ten years. The lesions on the right hand are dry, 
eczematous, diffuse eruptions of the palmar and volar surfaces. Such lesions have 
been constantly present for over ten years. Vesiculation has occurred between the 
fingers. The nails of the right hand have been thickened and discolored. The left 
hand has remained clear for three years. 

The lesions on the face, neck and ears were first observed fourteen months ag 
Of particular concern was a ringed lesion 3 cm. in diameter, with a papular, 
elevated margin situated on the right cheek. The patient also had a less distinct, 
similar lesion on the upper lip. The lesions on the face disappeared in three weeks. 
There was a recurrence four months later, when a circinate lesion appeared over 
the left side of the nose. Gradually it spread peripherally across the nose and 
onto the left cheek, healing centrally and maintaining a solid, palpable elevated 
border. The patient complained of itching in these areas, and he developed the 
habit of rubbing the areas, producing some scaling. A month later, several new 
annular and serpiginous lesions developed on the left side of the face. Ten weeks 
ago the lesions on the face were almost entirely cleared, but seven weeks ago new, 
similar lesions had developed over the left side of the face, the left ear and the 
left side of the neck. A biopsy performed at this time on the lesion on the neck 
showed follicular plugging, a rather narrow stratum mucosum with intracellular 
edema and an edematous corium. There was vascular dilatation and perivascular 
lymphocytic infiltration. 

The patient is in excellent general health. His skin is tanned from outdoor 
life. 

The feet have moderate plaques, and there is peeling between the toes and 
scaling on the heels. The right hand is lichenified, dry and eczematous. This 
dermatitis diffusely involves the palmar and extensor surfaces of the hands. There 
is mild hyperkeratosis of the palms. The nails are thickened and discolored. The 
left side of the face, the left side of the neck and the left ear have annular ser- 
piginous papular lesions. There is mild desquamation. 

The trichophytin reaction was strongly positive thirteen-months ago. It was 
7.5 cm. in diameter in forty-eight hours. Scales from the toes had numerous 
fungous filaments. 

All lesions were recalcitrant to treatments which included roentgen rays in 
fractional dosage, 2 per cent solution of iodine, ointment containing 6 per cent each 
of sulfur and salicylic acid, 2 per cent tar paste, 2 per cent ointment of ichthammol, 

2 per cent aqueous solution of gentian violet medicinal, arsenous acid (asiatic) 
pills and a course of thirteen weekly injections of 1: 100 trichophytin and 1: 30 
oidiomycin. 

DISCUSSION 

Dr. SAMUEL Ayres Jr.: I think that the whole picture is consistent with 
infection by Trichophyton purpureum. I believe that organisms could be found in 
the serpiginous lesion on the neck. For some reason, in cases of this type, the 
lesions on the face and other portions of the glabrous skin are not difficult to get 
rid of. Half strength ointment of benzoic and salicylic acid or salicylic acid and 
sulfur ointment often takes care of them, but the ones on the hands and feet are 
difficult to treat. I do not know the explanation of the clearing up of some of the 
glabrous cutaneous lesions in contrast to the persistence of the lesions on the hands 
and feet. 

Dr. A. FLetcHeR Hat: I agree with Dr. Ayres. I have a similar case. My 
patient is a man whose right hand, feet and right side of the face are involved. I 
have not been able to clear up the face any better than the feet and the hand. 
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I did not notice any notation of scrapings having been made from the neck, but I 
ink that they should be made, and made repeatedly. In my case, I made them 
times before I got a culture of Trichophyton purpureum; all I got on the first 
five were contaminants. I suggest further studies of the lesions on the neck as 


-ell as of those on the feet. 


Dr. KENNETH Stout: The history and clinical description in the presentation 
this case were based on observations made about two months ago, when the 
psy was made. I did not see the patient again until yesterday. There has been 
least a 50 per cent improvement of the eczematous lesion on the right hand 
almost complete disappearance of the lesions on the face and neck except for 
scaling. During the last two months the patient has spent much less time in his 
mming pool, which may account for the improvement. The case is presented 

provoke discussion on the relationship of the lesions on the feet, hand and face 
It is unfortunate that the lesions on the face and neck do not show up well today. 
When first observed, they were definitely papular and annular and without scales. 
Later, scales appeared, which I thought were due to rubbing by the patient. The 
t annular lesion on the nose disappeared spontaneously in three weeks. Annular 
ind gyrate papular lesions have undergone remission and reappeared in the same 
ireas. Because of this behavior, I regard it as a manifestation of erythema annulare 
entrifugum, which is rare on the face and which some men feel may be tricho- 
hytids. The Suttons mentioned having 3 cases of erythema annulare centrifugum 


associated with vesicular tinea of the feet. 

Dr. M. E. OperMAyerR: I disagree sharply with the suggestion that the derma- 
titis of the face and neck could be caused by a fungous infection. Fungi on the 
glabrous skin are demonstrated with comparative ease. The mere finding of fungi 
between the toes would not allow the interpretation of the whole dermatosis as a 
form of dermatomycosis. In my attempt to reconcile the lesions of the neck and 
face with those on the hands and feet, I considered the diagnosis of atypical 
psoriasis. The biopsy, however, proved that I was wrong. 


Hodgkin’s Disease. Presented by Dr. Hat E. FREEMAN. 


P. H. is a white man aged 62. In September 1943 he noticed a swelling in the 
left axillary region. Soon after, he noticed swellings in the groins. For seven 
months he has had recurrent crops of vesicles on the face and scalp, and there have 
been recurrent pustules on the forearms and a persistent dermatitis on his face. 
He is exposed to zinc chromate paint. 

Much of the skin is lichenified and excoriated. There are grouped vesicles on 
the scalp and erythema of the face, especially around the mouth. There is a tumor 
in the left axillary region, which is about 3 cm. in diameter. There are several 
similar, smaller lumps in the inguinal regions. 

Examinations of the blood showed 13.7 Gm. of hemoglobin per hundred cubic 
centimeters of blood. There were 3,310,000 erythrocytes and 25,200 leukocytes, 

t which 26 per cent were neutrophils, 60 per cent lymphocytes, 4 per cent large 
monocytes, 9 per cent eosinophils, and 1 per cent basophils. A patch test of zinc 
hromate was negative after forty-eight hours and again after seventy-two hours. 


DISCUSSION 
Dr. L. F. X. Witnetm: JI agree with Dr. Freeman, that it is probably a case 
ot Hodgkin’s disease. A gland should be removed for biopsy. 


Dr. Hat E. FreeMAN: I have seen this patient over a long period without 
recognizing the disease. Finally it dawned on me that this was a man with a 
lymphatic enlargement, severe pruritus with excoriations and a recurrent herpeti- 
lorm eruption and that it might be a lymphoblastoma. The blood picture fitted in 
1 was consistent with a diagnosis of Hodgkin’s disease. 
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Folliculitis Ulerythematosa Reticulata. Presented by Dr. Morrevri 

D. B. is a white boy aged 6 years. The lesion on the right cheek started wit! 
small pustules which became crusted about two years ago. When the lesions 
cleared up, the present scars were found. A few months later a similar patch 
appeared on the scalp just above and anterior to the right ear. This lesion o 
the scalp was treated one year ago by a roentgenologist 

The patient has a half-dollar-sized lesion on the right cheek. It consists of a 
network of depressed areas 2 to 4+ mm. in diameter, irregular in outline, wit 
abrupt borders. The epidermis at the base of the lesion 1s wrinkled and _ thi 
There is a similar patch, slightly smaller, above and anterior to the right ear i 
the scalp. In addition, the latter lesion has areas of depigmentation and telan 
giectasia. 

DISCUSSION 

Dr. Motteurus Couperus: I thought that the case was particularly interesting 
because of the fact that the lesions were unilateral. In most of the cases described 
the lesions have been bilateral. This patient has had the lesions only two years 
Maybe in five years they will be bilateral. 


Localized Scleroderma; Results of Bismuth Therapy. Presented by Dr 
CLEMENT Count! 

B. S. is a white boy aged 7 years. He is presented to demonstrate benefit from 
bismuth therapy. 

The present eruption on the left cheek began about eighteen months ago. The 
first lesion was oval, about 2 cm. in its longest diameter and slightly higher on th 
left cheek than the present pigmented patch. It was thickened and ivory colored 
but not raised from the general surface of the skin. Its extension toward the left 
ear as well as downward toward the chin developed the present lesion. Elever 
months ago there was an ivory-colored, round, hard lesion, approximately 3 cm 
in diameter, located on the lower portion of the left cheek, just posterior to a line 
drawn perpendicular through the left oral commissure. There was a pigmented, 
less thickened patch continuous from this hard lesion backward to the lower portion 
of the left ear, which was extended onto the neck below the left ear. The diagnosis 
then was localized scleroderma ce 

There is an irregular brown-pigmented patch on the lower part of the left cheek 
extending from the left side of the chin to the lower part of the left ear, which is 
not indurated. The former hard, ivory-colored, thick, round part in the anterior 
portion of the lesion has lost its hard character and is merged into the other part 
of the mottled pigmented lesion. The lower part of the left cheek is smaller than 
the corresponding part of the right. 

Treatment has included twenty-two intramuscular injections of a bismuth prep- 
aration, 1 grain (0.06 Gm.) each given between Feb. 15 and Dec. 7, 1944. Injections 
were approximately two weeks apart. A daily dose of 1 grain of thyroid has been 
taken by mouth for the same time. 

DISCUSSION 

Dr. H. C. L. Linpsay: Induration which is present is not easy to detect. I have 
never seen a patient with pigmentation exactly like this. It looks much like 
chloasma. The diagnosis is correct. 


Dr. Samuet Ayres Jr.: I should like to clarify the picture again by asking 
how long the process had existed before treatment was given and how rapid was 
response to the bismuth. As Dr. Lindsay said, there seemed to be some slight 
residual thickening. I should appreciate more information on the treatment. 

Dr. CLlEMENT E. Counter: This boy. had had the eruption about six months 
when he was first examined. That was about seven months before treatments were 
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] presented him before this society eleven months ago, and Dr. Nelson 

‘Ao ierson suggested the bismuth therapy. Improvement has begun. The father 

so enthusiastic about the treatment from the start that I had to be careful in 
valuating results. Any one can see the present improvement. At first, the round, 
lored part became pigmented across the middle, and now the induration is 


me so that one cannot identify where it was. 

Dr. SamueL Ayres Jr.: What was the modus operandi of the bismuth? 

Dr. CreMENT E. Counter: It is an empiric idea as tar as I am concerned 
nuth subsalicylate was injected intramuscularly. 


T 


Dr. L. F. XN. Wituwetm: I think that Dr. Stokes recommended bismuth 


Dre. A. FLETCHER HALL: It is noteworthy that one by one more diseases are 
being added to the formidable list that bismuth “cures’—syphilis, lichen planus 
lupus erythematosus, warts, sore throats, vitiligo and Vincent's angina. 


T 


Defect of Hair. Presented by Dr. Samvuer Ayres Jr. 


G. is a white girl aged 10 years. The condition has been present since birth 
nsists in the inability of the hair to grow beyond a few inches. According 
mother, when the hair attains a length of about 2 or 3 inches (5 or 7.6 cm 
lls out, but new hair comes in to replace it 
The hair on the scalp is abundant and of good quality, but it is relatively short. 
1 average length of 3 inches (7.6 cm.) on the top of the head and can easily 
it. The hair on the arms, legs and thighs and lower part of the back 
perhaps somewhat heavier than normal, considering the age of the patient. The 
n is normal. 


4 


patient is presented for suggestions as to cause and treatment. 


DISCUSSION 

Dr. KENNETH Stout: I wonder whether endocrine substances would be of any 
‘Ip. I doubt it. I think that it would be worth while to have a good endo- 
rinologist study the case. 

Dr. Paut D. Foster: I think that one should consider some type of tricho- 
ania The scalp had a mild amount of seborrhea. The hair appeared to be 

rely normal. I believe that it is entirely possible for this girl to cause this 

lition. 

Dr. J. Water Witson: I did not look on this as a case in which each indi- 
lual hair grows a certain number of inches and then stops growing. I thought 
it each individual hair had a shorter length of life than normal before falling out. 
Dr. SAMUEL Ayres Jr.: Dr. Wilson’s remarks are correct. I approached the 
ise skeptically when the mother said that the hair fell out, but the hairs can be 
taken in the hand and they come out easily. They grow a certain number of inches 
nd fall out, and new ones come in. There may be some endocrine factor, but 
the condition has been present since infancy. I should not be at all surprised to 

the case become one of alopecia totalis when the youngster gets a few years 

lider. I do not know what to do for it. 


Comedonicus Nevus of Extensive Distribution. Presented by Dr. Netson 


PAUL ANDERSON. 


L. N. a white woman aged 22 years has had an eruption since birth on various 

as of the right side of her body. These areas had the recurrent formation of 

imples.”” This complaint was not accompanied with any ill health. 

be dermatologic examination showed an extensive comedo nevus involving the 
sit fe of the neck, upper part of the chest, back of the neck and outer aspect of 

upper right arm as well as the right side of the trunk and right leg. 
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An interesting feature of the case is that the nevus seems to be extending. One 
hundred and fifty thousand units of vitamin A are being given daily in the hope 
that the follicular keratotic elements of this disease may be favorably modified 
even as follicular keratotic elements of keratosis pilaris are benefited by that 
therapy. 

DISCUSSION 

Dr. NELSON PAvuL ANDERSON: This lady presents an extremely extensiv 
comedo nevus. Eight or ten years ago I went over the literature of the world and 
wrote a paper on this disease. There are no reported cases of an eruption so wide 
spread as this particular one, which involves practically the entire side of the body 
A feature that is interesting 1s that this nevus was apparent at birth and that it is 
still extending. This continued progression makes one wonder about the patho- 
genesis of this type of nevus. The patient is certain that in the past five years 
there has been a good deal more involvement of the body. There must be some 
factor in the production of a comedo nevus under nervous control. 


Lupus Vulgaris, Treated with Promizole (4,2’-Diaminophenyl-5-Thiazole- 
sulfone). Presented by Dr. Netson PAUL ANDERSON. 

R. T. is a white woman aged 44. Ten years ago she observed a “pimple” on her 
right cheek, which has gradually enlarged. At first, a spot appeared on the leit 
cheek. Biopsy in 1937 was followed by treatment with electrodesiccation and solid 
carbon dioxide. Since then, lesions have recurred. In 1938 lesions were treated 
ior the last time until June 1944. At the onset ten years ago, the patient felt run 
down. She had afternoon fever. In the past year she has been gaining weight and 
she feels well. Even now she becomes tired easily. 

On the upper central part of each cheek, she has a single, brownish, soft but 
slightly raised and infiltrated patch. The lesion on the right cheek is larger 
than that on the left. The borders are white in places from depigmentation. Apple 
jelly nodules are easily demonstrated under diascopic pressure. 

Treatment in the past six months has included nine treatments with water-cooled 
ultraviolet light under pressure. A salt-free diet was ordered. At present the 
patient is getting Promizole, 0.5 Gm. At first, 4 tablets a day were given. This 
dosage was increased at weekly intervals at first to 6 a day, and now she is getting 


8 tablets each day. 
DISCUSSION 

Dr. NELSON PAauLt ANDERSON: Promizole is one of the new sulfonamide drugs. 
The two earliest drugs of this group are Promin (p,p’-diaminodiphenylsulfon-N,N’- 
didextrose sulfonate) and Promizole. They belong in the sulfonamide group and 
apparently have a therapeutic action on acid-fast bacilli. 

Dr. KENDAL Frost: I hope that Dr. Anderson will bring the patient before the 
society again after she has had some treatment. There is little opportunity to see 
such cases in this locality. 

Dr. SAMUEL Ayres Jr.: I should like to ask whether a tuberculin test was 
done on this patient. 

Dr. M. E. OperMAyYER: While I do not doubt the correctness of Dr. Anderson's 
diagnosis, I suggest a biopsy to rule out the possibility of sarcoid. In view of the 
interesting therapeutic experiment with Promizole, histologic confirmation of the 
diagnosis appears to be especially desirable. 

Dr. NELSON PAuL ANDERSON: The reason I have not performed a biopsy is 
that Dr. Julius Scholtz did so before her treatment with electrodesiccation, which 
substantiated the diagnosis of lupus vulgaris. I did not feel justified in asking her 
for another biopsy. I am sure the previous tissue is available for present study. 

Note.—A tuberculin test was done after the patient’s presentation, and the 


reaction was strongly positive. 
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ne A Case for Diagnosis (Seborrheic Dermatitis?). Presented by Dr. ANKER 

pe K. JENSEN. 

ed E. B. is a young white woman aged 24. She served as a nurse with the armed 

at rces in New Guinea for eight months, from December to July. After three 
nths an infection developed in the right ear. About the same time she had two 
fections on her right fingers. Soon these infections extended to include the 

re ixillary and groin regions. Still later the entire trunk and extremities became 

id covered with an erythematous, weeping, scaling eruption. For a while there was 
lema of the legs. 

y She returned five months ago. While returning, aboard ship she had her first 


attack of malaria. Occasional attacks of diarrhea were experienced while she was 
New Guinea. This symptom became severe on her way home. 


S She weighed 92 pounds (41.7 Kg.) when she was received at a hospital in 


€ California. Now she weighs 73 pounds (33.1 Kg.). Her normal weight before het 
Iness was 104 pounds (47.2 Kg.). 
Medication at present includes bismuth and opium mixture for control of the 
: liarrhea. Quinacrine hydrochloride (atabrine) is taken for the present control ot 
ularia. A mixture of hydrous wool fat and cold cream is applied locally, and 
vatmeal baths are taken daily. 


DISCUSSION 


Dr. Tuomas Nispet: I saw this girl in New Guinea, just before her return 
She had an extensive erythematous, vesicular eruption, which tended to be exfolia- 
| tive. Her condition should be classified with a new entity seen “out there.” It 


curs in erythematous form and in an atrophic lichenoid form. This is an 

zematoid form of that syndrome. Lichenoid lesions develop at times. It looks 
like a seborrheic dermatitis at this time. This is true in a good many of these 
ases. The history of this case is that the eruption began on her hand and eat 
[he eruption ordinarily does not occur on the ears and about the eves. She is 
minus one third of her eyebrows. Loss of weight goes along with it. The prog- 
nosis is generally good. The patients get well when they return to a temperate 
climate. This girl is one of the few who have not responded so favorably to this 
hange of climate. 

Dr. M. E. OperMAYER: May I suggest that this eruption conforms with th 
French concept of seborrheid ? 

Dr. THomAS Nisset: The only thing against the diagnosis of seborrheic derma 
titis for persons with seborrheid is that pigmented, lichenoid eruptions develop 
ind sometimes stomatitis as well. Sometimes lesions indistinguishable from lichen 
planus develop. 

Dr. Mitton GotpMAN (by invitation): I thought of the possibility of atopic 
dermatitis which had flared up on account of her illness. She said that her brother 

id asthma when young. 
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Book Reviews 


The Chemistry of Leather Manufacture. By George D. McLaughlin, Edwin R 
Theis and collaborators. Third edition. American Chemical Society, Mon 
graph Series 101. Price, $10. Pp. 789. New York: Reinhold Publishing 
Corporation, 1945. 


Leather chemists have contributed much to the dermatologists’ knowledge of 
the chemistry of the skin. Leather, too, is of interest to the dermatologist becaus¢ 
allergic dermatitis from contact with it is no rarity. Both of these facts make 
this book by McLaughlin and Theis and their collaborators a valuable referenc: 
book in the dermatologic field. The book is a third edition on this subject in the 
American Chemical Society Monograph Series. It brings up to date, it is to be 
presumed, the subject matter presented in the earlier editions as authorized by John 
Arthur Wilson. 


Physical Chemistry of Cells and Tissues. By Rudolf Hober and collaborators. 
Price $9. Pp. 635. Philadelphia and Toronto: The Blakiston Company, 1945 


This book by Hober and his collaborators is for the advanced student oi 
physical chemistry. For the dermatologist with an adequate. background to under- 
stand this presentation many of the eight sections of this book should prove helpful. 
The authors are thoughtful enough to include in the introduction a list of elementary 
textbooks, a perusal of which would prepare one to understand what this boo! 
offers. 
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REMOVE OINTMENTS 
WITHOUT IRRITATION 


Originated as a non-irritating, non-lathering replacement for soap in various 
skin disorders, Acidolate also successfully solved the problem of removing .- 
residual ointments, creams and oils from the hair, scalp and glabrous skin 


because it: 


1. Emulsifies ointments and other fatty materials almost immediately on 
addition of water. Low surface tension brings this concentrated yet bland 
detergent into intimate contact with the superfluous matter and permits 


deep penetration of skin crevices. 
2. Causes no aggravation of existing skin lesions. 


3. Minimizes pain for the patient since harsh scrubbing is replaced by gentle 


massage. 


4. Prepares the skin for further therapy by also removing secretions and debris. 


5. Conserves time and effort for the patient, nurse and physician. 
6. Rinses off readily with any type of water, warm or cold. 


ACIDOLATE is a sulfated-oil preparation with an extensive background of 
clinical research. It is water miscible, non-abrasive, hypo-allergenic, and has 


an acidity (pH 6.25) approximating that of non-pathologic skin. 


Distributed for NATIONAL OIL PRopuCcTs COMPANY by 


RARE CHEMICALS, INC. 
HARRISON, NEW JERSEY 


*GALEN COMPANY, Berkeley 2, Cal. 


*Pacific Coast and Mountain States 


Reg. U.S. Pat.Of. & Canada 


Supplied in 
8 ounce and 
gallon bottles. 


Literature and 
trial supply on 


request. 


A, i 
| 
| 
| 
| 
i 
| 
| 
| 


LIQUID HAND CLEANSER 


INC 
Grosse Porte, Bich. Can 
De 


cectedts fhe 
wonted 


Beauty Counselors’ 
Liquid Hand Cleanser is 
widely used by doctors 
and dentists. 


Beauty Counselors, Inc., 17108 Mack Avenue, Grosse Pointe 24, Michigan, Dept. AD & 


For the enclosed 25c send me a regular 8-ounce bottle of your Liquid Hand Cleanser. | understand there is no obligation™ 


you will not use my name. 
NAME: DR 


/ 
(Lew 


With Beauty Counselors’ famed Liquid Hand Clea 
wash your hands clean and frequently—without few 
irritating the skin! 

This cleanser is a sulphonated oil—not a liquid » 
It is neutral—not alkaline. And it softens as it clea 
... will help to keep your cuticle smooth and your: 
firm. It leaves no residue on the tissues. Excess washe 
readily . .. and with it goes the dirt. 

A little of this remarkable cleanser goes a long way-! 
doctors must wash their hands many times a day. % 
will send you a full 8-ounce bottle at the special pric 
only 25c, including mailing costs. (This size is marke 
at $1.80, plus taxes.) * 

Just wrap 25c in a sheet of stationery bearing your lei] 
head—or fill in the coupon below, tear out this page 4 
wrap it around a 25c piece . . . then mail either one t 
for this revelation in irritation-proof hand cleansing. 
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MAPHARSEN, now entering its thirteenth year of 

active clinical use, has assumed a leading role among 

orsenical antisyphilitics. More than 150,000,000 doses 

of MAPHARSEN have been used clinically during the past five years with a minimum 
of reaction and maximum of therapeutic effect. 


United States Navy records’ consistently show the relatively low toxicity of MAPHARSEN. 
Over the ten-year period, 1935-1944 inclusive, Navy reports indicate one fatality for 
every 167,826 injections of MAPHARSEN. Compare this to the Navy reports on neo- 
arsphenamine for the same period which show one fatality in every 28,463 injections. 


MAPHARSEN (meta-amino-para-hydroxyphenyl arsine oxide (arsenoxide) hydro- 
chloride) offers another great advantage in that its solution does not become more 
toxic on standing, nor does agitation or exposure to air increase its toxicity. Stokes” 
states that no loss of efficacy or increase in toxicity result when the solution is allowed 
to stand for several hours exposed to the air. Therefore, haste need not be made in 
preparation of the solution for injection. 


1U.S. Nav. M. Bull. 45:783, 1945, and previous 
annual Navy reports. 

2 Stokes, J.H., Beerman, H. and Ingraham, N.R.; 
Modern Clinical Syphilology, ed. 3, Philadel- 
phia, W.B. Saunders Company, 1945, pp. 359, 
300 
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STUDIES reveal thy 
roximately thirty per co» 
In the Management syphilitic sacl exhibit te. 
ties in the spinal fluid during 

examinations, without displaying; 

of Asymptomatic ical symptoms of cerebrosping 
volvement. Although adequate 

tine treatment of earl) syphilis 

prevent the appearance of 

a nd Pa retuc ities in most cases, the use of Try, 
amide Merck combined with y 

vant therapy, e. g., hyperther 


N E U R 0S y r H | LI S penicillin, is suggested in rs 


cases. 


In incipient cases of dementia, 
lytica, the use of Tryparsamide 
combined with other appropriat, 
of therapy, is known to produce» 
ing degrees of symptomatic img 
ment. While favorable results m 
be expected in more advanced 
of general paresis or tabes din 
when treatment is begun suficgime 
early and continued over a long; 
iod of time, Tryparsamide 
arrest deterioration and contri 
the prolongation of life. 

The effectiveness of Trypars 
Merck in the treatment of re 
cases of neurosyphilis probably: 
: to its unusual capacity to pene 
| Showing the meningovascular barrier 0 
Cisternal Puncture central nervous system. 
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RECOMMENDED METHODS OF OBTAINING 
SPINAL FLUID 
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SHAMPOO CREAM 


‘ind made especially for Dry Hair and Scalp 
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A Rich Lathering 


Soap Detergent 
WRIGHT & LAWRENCE | 


Leaves the Hair Peau Seche Sales, Inc. 
Easily Managed 14 Michigan Ave. | 4 


Chicago 2, Ill. 


Please send a complimentary jar of Peau Seche 
Shampoo Cream. 
M.D. 
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Your Hands Are Your 


Best Instruments * 


IVEA CREME or SKIN 
Superfatted BASIS SOA 
will keep your skin smoot 


free from seasonal irritatios 


Available at prescription pharmacies 
DUKE LABORATORIES, ING, 
Nivea, Basis Soap, Reg. U. S. Pat. Off. 
Made by the makers of Elastoplast, elastic adhesive for support and compress 


—FOR SALE 
“ZENTRALBLATT FUR HAUT-UND GESCHLECHTSKRANKHEITEN 


YEARS 1-54 (BOUND), UP TO 1937 g 


Published by 
JULIUS SPRINGER 
Berlin 


IN PERFECT CONDITION, LIKE NEW 
Price, $500.00, plus transportation. Address order to 


LIBRERIA INTERNACIONAL 


Avenida Sonora 204 MEXICO CITY, MEXICO ' 
VIOBIN WHEAT GERM 
FOR HIGH PROTEIN, LOW FAT DIETS SR 
* 40% biologic quality Defatted 
Perfectly 


* Excellent natural source of the B-Complex. =| 7S 
VIOBIN CORP., MONTICELLO, ILL. \Vi@ 
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SAFE... Even when soap is contra-indicated 


Safe... Patch tests made in the Procter & 
Gamble Skin Research Laboratory show 
Drene Shampoo to be extremely mild — as 
mild as fine-grade toilet soaps, milder than 
the finest soap shampoos. Therefore Drene 
is safe for all normal scalps, and frequently 
found excellent for use where soap is 
contra-indicated. 

Efficient... Drene’s patented cleansing ingre- 
dient (an alkyl sulphate) efficiently removes 
grime, dust and loose dandruff. A recent 
study by qualified dermatologists found that 
regular, thorough shampooing with Drene 
controls dandruff to such an extent that the 
scalp, in the majority of cases, could be 
classified as “clear” of dandruff. 

No precipitate .. . Unlike soap or soap sham- 
poos, Drene forms no insoluble salts with 
magnesium and calcium in the water. There- 
fore, Drene cannot deposit lime-soap precipi- 
tate on the hair. As a result, hair shampooed 
with Drene reveals all its natural lustre, and 
no acid after-rinse is needed. 

Economical . .- Comparative tests in our Jab- 
oratories show that Drene makes far more 
lather in hard water than soap or soap 
shampoos. Therefore, a much smaller amount 
of Drene is needed for each shampoo. 


Drene improved ... Your patients may like 


to know that there is now a new, improved 
Drene, made according to a research- 
perfected formula. This new Drene possesses 
a hair-conditioning action, leaving hair silk- 
ier, smoother, easier to manage right after 
shampooing. This is called Drene with Hair 
Conditioning action. 


@ In the statements made above, Procter 
& Gamble, makers of Drene Shampoo, 
present the factual evidence about this 
product of primary interest to the medical 
profession. All statements and compari- 
sons made are based on scientific informa- 
tion obtained by tests made in Procter & 
Gamble’s own laboratories, or under its 
direct supervision. 


Product of Procter & GAMBLE 
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ou HAVE undoubtedly told 
Ras of your patients that 
a Clean scalp is as important as 
clean hands...that a healthy 
scalp has much to do with a 
healthy skin, particularly the 
skin of the face. 

Perhaps you ‘have recom- 
mended the use of Packers Tar 
Soap. As a gentle, pleasant and 
dependable cleansing agent for 
the scalp and hair, Packers has 
won the approval of many 
dermatologists. 

Packers also offers the ad- 
vantage of economy. Shampoos 
with this famous cake soap 
average less than a penny— 
about one-fourth the cost of 
bottled shampoos. 


MYSTIC, CONNECTICUT 


clean 


PACKERS TAR SOAP, INC. 


Jupiter’s Headach 


Neer before had JUPITER suffered 
with such a headache. In desperation 

he summoned the gods to Olympus 

and tried the remedies they suggested 
but without relief. Unable longer 

to bear the racking pain, he commanded 
his son VULCAN to cleave his head with 
an axe. Swish! the axe fell and out 

of JUPITER’S head stepped MINERVA, 
goddess of wisdom, fully grown, clad 

in shining armor, and chanting a 

pean of victory. JUPITER, apparently, 
had an IDEA. 


We, too, about 10 years had an idea for « 
better method of cleaning the skin. CREA 
OF SOAP* is that method, and with it, in 
expert hands can- make the skin clean- 
quickly, thoroughly, harmlessly. There 
no lather to develop. CREAM OF SOAP’ 
is already in colloidal solution. It adsorb: 
the surface soil when rubbed on the skin, 
then rinses off completely with cold, bot 
soft or hard water. CREAM OF SOAP* i: 
neutral, has no perceptible chemical action 
on the skin surface, and can be safely used 
even when the skin is sensitive, irritated or 
disturbed. Samples gladly sent on reques! 
Personal Luxuries Co., 55 West loth ™. 


New York 11, N. Y. 
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WESTERN 


When you have determined the cause 
of an allergic disturbance an 
important step in alleviating your 
patient's discomfort has been 

made. But Patient Cooperation is 
necessary for the best results. 

In cases of allergy, where cosmetic 
allergens are a primary or secondary 
factor, you can prescribe Marcelle 
hypo-allergenic Cosmetics with 
confidence, because known allergens 
have been omitted or reduced to 
tenable minimums. They are specially 
made for women with sensitive 
skin and permit the use of Cosmetics 
without interfering with your 
prescribed treatment. 

Marcelle hypo-allergeriic Cosmetics 
have been acceptable for 

advertising in publications of the 
American Medical Association 


for 14 years. 


HY PO-ALLERGENIC 


MARCELLE COSMETICS, INC. 


CHICAGO 47, ILLINOIS 
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ee eFor the careful woman who shuns chemical depilatories because of its 
possible dangers and offensive odors. 
e e ¢ the discriminating woman who avoids shaving because she detests “razor 
stubble.” 
ee eor the cautious woman who is unduly worried that removing unwanted 
hair will make it grow back coarser and heavier. 


Sip Treatments are a PRACTICAL solution 


e 
Treatments give freedom from unwanted 
hair from 4 to 6 weeks, varying with indi 


Olt’ a bland wax-like compound, totally free 
from dangerous and ill-smelling chem- 


icals. It is NOT a chemical depilatory. 


Dl0gfo remove hair, safely and swiftly, 


by “Stripping” hair from above and 
below the skin surface, leaving skin 
clean and smooth, without any bristly 


hair stubbles. 


Sip Epilating Treatments at the Finer Beauty Salons from Coast to Coast 


COSMETIC 
EPILATOR 


MANUFACTURED by 
Pittsfield Building, Chicago 3, Illinois 


vidual hair growth. It will NOT make 
the hair grow back coarser and heavier 


Lee? Proud and Happy to be the first 
product of its kind to be accepted for 
advertising in publications of the 
American Medical Association. 


ADVERTISED 
AMERICAN MEDICAL 
ASSOCIATION 
PUBLICATIONS 
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